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COLLECTIVE REVIEW 


BRACHIAL SYMPTOMS CAUSED BY CERVICAL AND THORACIC RIBS 
By GOLDER L. MCWHORTER, M.D., Pu.D. tn SurGERY, CHICAGO 


ERVICAL ribs are known to produce hand 
and arm disturbances. The cause or con- 
tributing agent has been found in anoma- 

lous and even in normal first thoracic ribs. 
Other factors beside the ribs—such as anomalous 
or over-developed fascia, muscle bands, and 


other abnormalities—may contribute to these 


disturbances. Many treatises on anatomy, how- 
ever, do not describe the normal relations of the 
soft and bony structures completely or mention 
the frequency of variations. Anomalies or var- 
lations of the soft parts as well as of the skele- 
ton are frequent and it is unusual to find a body 
which is without some variation from the text- 
book descriptions. Occasionally even a text-book 
illustration shows a rare anomaly and thereby 
leads to the inference that the condition is normal. 


VERTEBRAL CHANGES 


Vertebral changes are almost constantly asso- 
ciated with variations in the ribs. 

In comparing the statistics of numerous 
investigators Bardeen summarized those given 
for 1,059 spinal columns. Forty-six of these 
spinal columns were those of embryos, 55 those of 
laetuses, 50 those of children, and go8 those of 
adults. Twenty-four presacral vertebra, which 
is the normal, were found in 91.3 per cent. 
The vertebra fulcralis is most closely associated 
with the sacrum and is usually the twenty-fifth. 
The number of spines with 23 and 25 presacral 
vertebrae was about equal, i.e., 4.3 and 4.4 per 
cent of the total number respectively. In rare 
cases there may be 26 presacral vertebre. The 
explanation of this variation according to Rosen- 


berg’s hypothesis is that in man the sacrum is 
composed at first of a more distal set of vertebra 
than those found in the adult. During develop- 
ment the lumbar vertebre are converted into 
sacral vertebre and the sacral vertebre into 
coccygeal vertebra, or during ontogenesis the 
iliac attachment of the limb advances along the 
spinal column. This change of position is be- 
lieved to correspond to a similar change taking 
place in the phylogenesis of man. Rcsenberg 
assumes that variation in the adult is due largely 
to failure of this process to extend upward as 
far as usual during ontogeny or to its extension 
beyond the usual limits. 

Paterson states that the shifting is more fre- 
quently caudalward and that the lumbosacral 
plexus has a tendency to assimilate post-axial 
rather than pre-axial roots. The sacral mass 
would then assimilate the first coccygeal vertebra 
rather than the fifth lumbar. The movements 
of the nerve trunks and variations of the sacral 
mass were found by Paterson to be in harmony. 
This is contradictory to Rosenberg’s theory of 
phylogenetic shortening of the vertebral column. 

Dwight suggests that irregular segmentation 
leading to intercalation and excalation explains 
the numerical variation—the presence of an ad- 
ditional or the absence of a normal vertebra. 
This assumption implies a correspondence of 
vertebre between which changes occur and 
explains unilateral duplication and other varia- 
tions. 

The tendency of variation in the two halves 
of the spine is to some extent independent. 
Dwight believes that the greater or less develop- 
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ment of the costal elements is the cause of the 
vast majority of vertebral variations. In his 
opinion there is more than merely an increase in 
size of a costal element of the vertebra in cervical 
ribs, since a cartilage is found frequently shoot- 
ing out from the manubrium to meet it. He 
concludes that the variations occur in two ways: 
(1) by the irregular development of the costal 
elements at or near the ends of the regions of 
the spine; and (2) by irregular segmentation as 
a result of which there are more or fewer verte- 
bre than normal. 

Leboucq considers the area between the 
second and third cervical vertebre a critical 
point and believes the third vertebra is exposed 
to more modification than the others. Such 
modification may result in increased segmentation 
or assimilation of the third vertebra. When the 
third vertebra is assimilated only 6 cervical 
vertebra remain, and in some animals, the 
lamentin, this number is normal. In Leboucq’s 
two cases of 8 cervical vertebra the extra ver- 
tebra was the third. 

Anomalies of the number of vertebra are 
frequently associated with cervical ribs or rudi- 
mentary thoracic ribs. 

In a case reported by Low there were 25 pre- 
sacral vertebra, a rudimentary first rib, and 
13 pairs of ribs. Low believes the extra ver- 
tebra was the first sacral and that, as is true in 
most cases of 13 ribs, the shifting of the pelvis 
forward was arrested. Dwight reports a case 
and quotes one reported by Gruber in which, 
with cervical ribs, there was absence of one dorsal 
vertebra. Bellamy reported a unique case in 
which there were 6 lumbar vertebre and a 
rudimentary first rib. In Lane’s opinion the 
supernumerary vertebra bearing rudimentary 
ribs was the eighth cervical and not a thoracic 
vertebra. In a case reported by Meyer in which 
there were 8 cervical vertebre a cervical rib 
was found on one side only. 


RIBS 
Each rib is represented at the beginning of 
the second month of foetal life by a pyramidal 
mass of condensed mesenchyme which projects 
from the posterior one-third of its segment 
ventro-laterally for a short distance into the body 
wall. The rib becomes cartilaginous in the sixth 
week and by that time is S-shaped. The change 
to a definite curve is effected by a lateral addition 
and a medial subtraction of cartilage. The cell 
and interstitial growth take place medially. 
Periosteum appears at the seventh week. In 
the eighth week csteoblasts are numerous and cal- 


cification and bone form like a gutter on the 
lateral one-third of the rib (Geddes). Leboucq 
was the first to postulate the existence of two 
morphological units in the development of a rib, 
an anterior and a posterior unit, the anterior aris- 
ing from the sternum. Embryologically each 
cervical vertebra has a costal process which, with 
the transverse process, forms the costo-transverse 
foramen. This costal process may develop abnor- 
mally into a cervical rib (Henderson). Leboucq 
stated that in most cervical vertebre the ventral 
limb of the transverse process is ossified by in- 
growth at one end from the radix and on the other 
by ingrowth from the tip of the transverse process. 
In the seventh cervical vertebra (frequently in 
the sixth, occasionally in the fifth, and rarely in 
the fourth) a separate center of ossification for the 
costal element may develop between the second 
and the fifth months. While this costal element 
may remain free as a cervical rib, it usually be- 
comes fused with the osseous projections from the 
radix and the transverse process (Keibel and 
Moll). 

Wiedersheim states that the thirteenth rib, 
which always appears in the embryo, begins to 
degenerate as soon as the twenty-fifth vertebra is 
incorporated into the sacrum. Gladstone reports 
a case in which there were 13 thoracic vertebre 
with ribs and considers this a persistence of the 
foetal thirteenth rib. Many primates, among 
which are the orang, gibbon, chimpanzee, and 
gorilla, have 13 or 14 ribs normally. 

Tredgold states that there is not only a re- 
duction in the total number of ribs as we rise in 
the animal scale, but a coincident and proportion- 
al reduction in the number of sternal ribs. The 
eighth becomes a costal and not a sternal rib 
and there is a shortening of the thoracic cavity 
from below. 

According to Rosenberg, a progressive change is 
shown in man by the absorption usually of cervi- 
cal ribs with the lower thoracic ribs, and a retro- 
gressive change is shown by the presence of addi- 
tional ribs. A variation of the opposite nature 
also occurs frequently. 


CERVICAL RIBS 


Most cervical ribs are short and incomplete. 
The nearer they approach complete disappe:r- 
ance the more they approach the normal. In this 
they are in contrast to the rudimentary [irs 
thoracic ribs which usually extend to the nerve 
plexus and are rarely short and _process-like. 
In the first rib the variation from normal becomes 
greater as the rib approaches obliteration while 
the cervical rib varies from the normal more 

















decidedly as it approaches complete formation 
and union with the sternum. The slighter varia- 
tions from the normal are the more common. 
Gruber classifies cervical ribs as follows: 

1. A short process-like projection which does 
not extend beyond the lateral dimensions of the 
transverse processes of the vertebra. 

2. Ablunt process of bone extending 4 or 5 cm. 
beyond the lateral process. 

3. A rib which extends sufficiently far forward 
to articulate with the first rib, to the external 
border of the scalenus anticus, or so that it is 
attached to the sternum by a ligamentous cord. 

4. Acomplete rib with a costosternal cartilage, 
the cartilage being separate or combined with 
that of the first rib. 

As to the frequency of cervical ribs, Fischel 
found them in from 0.9 to 1 per cent of bodies 
examined. Todd states that a rib articulating 
with the seventh vertebra or a rudimentary first 
rib occurs in about 1 per cent of cases. In my 
own observations on about 100 cadavers I found 
them mere frequently. According to Streissler, 
they are bilateral in 67 per cent and unilateral in 
33 per cent. Streissler found 60 per cent of the 
unilateral ribs upon the left side and Walther 
found such ribs on the left side in 63.5 per cent of 
cases. 

Boehm states that the variations are greatest in 
the male in the caudal end of the spinal column, 
and in the female, in the cranial end, and that 
they occur on the left side. This is in agreement 
with the more frequent occurrence of cervical 
ribs in women upon the left side. 

Cervical ribs are found cccasionally in several 
members of one family (Streissler). 

The etiology of costal anomalies in the cervical 
region is undoubtedly multiple. Blood vessels or 
nerves may influence the development of the rib 
or it may be the result of errors in segmentation 
or a variation in the development of the bony 
tissue. Todd states that the blood vessels tend 
more than the nerves to cause fusion of the highest 
rib with the second and the substitution of a 
ligamentous band attached to the sternum for a 
part of the rib anteriorly. He believes that the 
nerves are more common factors in the entire 
separation of the rib from the sternum. 

_ According to Wood Jones the cervical vertebra 
in man do net normally carry ribs because the 
development of such ribs is prevented by the 
plexiform arrangement of the nerves running to 
the arm which develops earlier embryologically. 
In his opinion nerve pressure is a cause of rudi- 
mentary cervical ribs and first thoracic ribs. The 
nerves denote the development first of the 
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vertebre and later of the ribs. The postfixed 
plexus or inclusion of the second thoracic nerve 
may also be a factor in the development of 
rudimentary cervical or first thoracic ribs. 

Eisler has stated that when a well-developed 
seventh cervical rib is found, the brachial plexus 
receives only a small branch or none at all from 
the first thoracic nerve. Black found asymmetry 
of the nerve trunks with asymmetry of cervical ribs. 


ANOMALIES ASSOCIATEDP WITH CERVICAL RIBS 


Putti states that a costal anomaly is insepara- 
bly associated witha vertebral anomaly (Hodgson). 
Other changes in the thorax may be dependent 
upon the size of the cervical rib as the rib and 
vertebra may take the place of a first thoracic rib. 
The processes of all of the upper vertebra may be 
modified and they may all take the place of a 
different vertebra. Chassaignac’s tubercle may 
be on the fifth vertebra and there may be other 
changes to correspond. The most frequent de- 
formity is scoliosis. In Schoenbeck’s collected 
cases (1905) scoliosis was found in 22, the con- 
vexity being toward the cervical rib if the condi- 
tion was unilateral, and toward the larger rib if it 
was bilateral. Streissler found scoliosis in 16 
per cent of his cases. Murphy stated that cervical 
ribs are present in 2 percent of all cases of scoliosis. 

Other defects may be cleft fermation of the 
vertebre; supernumerary, incomplete and mis- 
shapen vertebre; or absence of vertebrae. Syn- 
ostosis of one or more cervical vertebre is common. 
Bifid ribs, kyphosis, and lordosis are other 
variations. Variations of the sternum may be 
asscciated with cervical ribs and especially with 
the development of a cartilage tip from the 
manubrium to meet a cervical rib. Other defects 
are club-foot, undescended testicles, and dis- 
turbances of the central nervous system such as 
hysteria, neurasthenia, syringomyelia, and multi- 
ple sclerosis (Streissler). According to Keen, 
most of the associated defects are defects in the 
development of the central nervous system, 
syringomyelia, multiple sclerosis, and progressive 
muscular atrophy of the cervicobulbar type. 
In his own cases of cervical ribs he found no 
defects of the soft parts or the skeleton. 


RUDIMENTARY FIRST THORACIC RIBS 


Rudimentary first thoracic ribs are undcubtedly 
much less frequent than cervical ribs, but in some 
cases it is practically impossible to determine 
upon the skeleton whether a rudimentary rib is a 
cervical or a first thoracic rib (Dwight). However, 
since rudimentary first thoracic ribs have been 
found to produce symptoms similar to those due 
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to cervical ribs, it is not so necessary to classify 
the rib as to recognize the symptoms and rule out 
other possible causes. Symptoms produced by 
rudimentary first thoracic ribs have been reported 
by Outland, Russell, Hooslef, Clerc, Didier, and 
Bobrie. 

The difficulty in diagnosing the rudimentary 
rib may be increased by the intercalation or 
excalation of a vertebra. Unless the roentgeno- 
gram includes all the vertebre a rudimentary 
first rib is usually believed to be a cervical rib. 

A normal first thoracic rib is flat in only one 
plane. An abnormal first rib may be bent at its 
axis. According to Jones, this twist is common in 
cervical ribs. The first rib may be turned down 
and bent at the point crossed by the brachial 
plexus. Ventrally from this point it is sometimes 
reduced wholly or partially to a membranous 
strand or is entirely absent. In a further stage the 
first rib is represented only by its proximal part 
which articulates with the second rib or is fused 
with it, giving rise to a so-called “bicipital rib.” 
As a rule when the rib is incomplete it is deficient 
in the distal portion, but because of its develop- 
ment from two portions this deficiency may occur 
anywhere or for any distance along the rib. 

Rudimentary first thoracic ribs nearly always 
extend to the region of the brachial plexus. 
Such ribs approach the normal more nearly than 
the shorter stump-like processes. Wood Jones 
suggests that the reduction is due to pressure by 
the nerve and that in such cases there is a distal 
displacement of the brachial plexus in respect to 
the constituent nerve cords. 

Anomalies associated with rudimentary first 
thoracic ribs are frequent. Low describes a 
case in which there were 13 pairs of ribs with 25 
presacral vertebre. Leboucq found the division 
of the manubrium and sternum below the second 
rib in 2 cases. In the gibbon the separation of 
the manubrium at the third rib is normal but 
has been found only once in man. Hertslet and 
Keith state that rudimentary first ribs are char- 
acteristic of the Magyars. 

In a horse, Bradley found a fibrous band ex- 
tending to the sternum. Struthers discovered a 
similar band in a three-toed sloth and Adolphi 
another in a dog. 

A “bicipital rib” is the fusion of 2 ribs and 
not the bifurcation of a rib into 2 heads. This 
fusion may be between a cervical and a first 
thoracic rib or between the first and second 
thoracic. Other ribs may also be bicipital, especial- 
ly the third and fourth thoracic. Certain whales 
are classified into a different genus because they 
possess a bifid rib. In Turner’s opinion this 








“bicipital rib” is formed by the fusion of a 
cervical rib and the first thoracic with occasional 
variations and does not constitute an adequate 
basis for a separate classification. 


PATHOGENESIS 


In order to give rise to symptoms a cervical 
rib must be of fairly large size so that it will 
produce pressure on the nerve plexus or the sub- 
clavian artery. Borchardt states that only 5 or 
10 per cent of cervical ribs are associated with, or 
the cause of, symptoms. 

There is no fully satisfactory explanation why 
symptoms occur in only a part of the cases. 
When they do occur they usually begin in young 
adult life and are more common in women. 
Thorburn and Morley have recently stated that 
symptoms may be caused also by rudimentary 
first thoracic and even normal first thoracic ribs. 
Stopford and Telford report several cases in 
which the symptoms were relieved by the resection 
of an apparently normal first rib and Murphy 
reports a case in which complete recovery followed 
the removal of a normal first rib. 

The bony prominence against the nerves or 
blood vessels is in a position to cause symptoms 
merely by mechanical pressure upon the nerves. 
In the absence of a bony rib a fibrous band 
extending from the rudimentary rib may act in 
the same manner. The upper edge of the rib may 
be sharply beveled and the nerve roots may be 
stretched over it. The greater frequency of 
symptoms on the right side is explained by the 
greater use of the right arm. Branches from the 
first and second thoracic nerves may not be 
sufficiently large to stunt the rib, but with some 
exciting factor, such as trauma, may produce 
symptoms later (Wood Jones). This, however, 
does not explain the onset in adult life and the 
greater frequency in women. After the develop- 
ment of the ribs, ossification, a decrease in 
elasticity, and an increase in rigidity take place 
and may be factors in the causation of symptoms. 
Thorburn and others believe that the complete 
ossification of cervical ribs which occurs in early 
adult life is responsible for the onset of the symp- 
toms. Direct trauma due to carrying objects, 
such as a rifle, on the shoulder, forceful motions 
of the arms, or even slight trauma where tension 
is already present (such as may result from the 
motion of the thorax with respiration) may be the 
exciting factor. In other cases trauma may be 
caused by carrying the shoulders forcibly up and 
backward, which brings the clavicle nearer the 
rib and compresses the nerves and blood vessels 
(Thorburn). 





















Todd (1911) studied the relation of the soft 
parts to the normal first rib before and after 
abduction of the limb. In formalin-hardened 
specimens it was found that abduction made no 
real alteration in the relation of the several 
structures at the inner margin of the first rib. 
However, in Todd’s opinion the alteration in 
position of the soft parts explains the relief of 
pain experienced in cases of cervical rib when 
the arm is raised from the side. In this connection 
Todd describes an injury to the cervical nerves in 
a giraffe due to forced abduction of a paralyzed 
front leg. In a series of dissections Todd found 
that the nerve lay in contact with the rib in 
normal cases more frequently upon the right side 
while the artery was in contact with it only in ex- 
ceptional cases. On the left side the reverse 
was true. 

In a large series of dissections Wood Jones has 
demonstrated that the sulcus subclavie is usually 
formed by, and lodges, the lowest cord of the 
brachial plexus and is not a groove for the sub- 
clavian artery from which it receives its name. 

The consideration of a post-fixed or low plexus 
deserves attention. Anatomical studies have 
demonstrated the existence of both post-fixed and 
prefixed or low and high plexus. 

Sherrington states that the nerve supply of the 
scalenes, diaphragm, skin, and cervical sympathet- 
ic all show the brachial plexus to be somewhat 
prefixed in man as compared with the macaque. 

On the basis of his dissections on apes and other 
animals, Todd at first concluded that the brachial 
plexus in primates tends to be prefixed. In man 
the shoulder has dropped farthest backward onto 
the chest and the brachial plexus is set more 
anteriorly as compared with other animals. This 
cephalic migration he considered to be an adapta- 
tion to posture, its purpose being to prevent 
pressure on the lowest brachial trunk. More 
recently, however, he has found this view un- 
tenable as the erect attitude itself involves 
changes in the position of the first rib of sufficient 
magnitude to prevent such injury. Further 
dissection showed that the hind-end of the 
brachial plexus was remarkably constant and he 
therefore concluded that it is incorrect to state 
that the mammalian plexus is prefixed in man as 
compared with other animals (except the cer- 
copithecide). 

In the report of his study of the contribution of 
the second dorsal nerve to the brachial plexus Todd 
brings out several interesting points. Cunning- 
ham found a communication from the second 
dorsal to the first dorsal in 70 per cent of the 
Specimens examined. Todd states that the first 
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dorsal nerve divides into two branches. The 
first branch goes to the brachial plexus and the 
second supplies the first intercostal space. The 
second dorsal nerve gives off a communicating 
branch which is variable in size though usually 
small and joins either one or both branches of the 
first dorsal. The function of this communicating 
branch to the lower branch of the first dorsal is to 
assist in supplying the first interspace. The 
function of the other branch which leads to the 
brachial plexus is still uncertain but undoubtedly 
variable. Harris states that the second dorsal 
nerve contributes motor fibers to the intrinsic 
muscles of the hand. Sherrington found this 
constant in the macaque. Others believe it con- 
tributes only sensory fibers to the arm. 

After careful study Todd concluded that among 
mammals there is great variation in the com- 
municating branches given by the second dorsal 
nerve to the brachial plexus. He found the 
communication between the first and second 
dorsal nerves composite in nature, partly spinal 
and partly sympathetic. In some instances the 
sympathetic fibers predominated. Histologically 
this communicating branch was found to be com- 
posed of both medullated and non-medullated 
fibers. It should be borne in mind that many 
sympathetic fibers reach the plexus through the 
first dorsal nerve. Todd believes that the vascular 
symptoms as well as the nervous symptoms of 
cervical rib are the result of pressure phenomena. 

Physiological severance of vascular nerves from 
their proximal connection was held by Bethe to 
have no influence in causing degeneration of the 
nerves or vessels. 

Todd believes that the variability in the number 
of sympathetic fibers passing in the communicat- 
ing branch from the second to the first dorsal 
nerve will affect the symptoms of the lesion for 
if a large proportion of the sympathetic fibers 
reach the plexus in this manner they will be in a 


‘position which will render them more liable to 


injury, i.e., on the under aspect of the combined 
cervical eighth and first dorsal nerves. On the 
other hand, if the majority of sympathetic fibers 
join the brachial plexus by way of the first dorsal] 
nerve, it is possible that, lying on the upper 
aspect of the nerve, they may escape injury for a 
time. 

In a clinical study Todd (1911) showed that 
there was a marked obliquity of the upper 
thorax in the different phases of respiration. 
This obliquity, which increases the likelihood of 
interference with the nerve trunks, is more definite 
in women than in men because of the greater 
movement of the upper chest in women. Other 
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factors affecting vascular relations are the action 
of the scalenes, especially the anticus, the descent 
of the diaphragm, and the descent of the heart in 
inspiration. 

Streissler states that if theartery is pressed upon 
by the rib the radial pulse will diminish during 
inspiration and the blood pressure will be lessened. 

Todd (1912) ccncluded that it is necessary to 
consider descent of the clavicle after birth in 
order to explain the mechanical pressure caused 
by the first rib on the lowest brachial trunk, 
He believes two factors are at work, one acting at 
each end of the bone without reference to the 
other. The factor producing descent of the inner 
end of the clavicle is the tilting downward of the 
anterior end of the first rib. This is due largely 
to tonic contraction of the re¢cti abdominis 
muscles. The descent of the inner end of the 
clavicle is greater in men than in women because 
of the greater tonicity of their muscles. The 
descent of the shoulder and outer end of the 
clavicle is modified by the development of the 
surrounding muscles and is greater in women than 
in men. In consequence, pressure is most apt to 
develop on the lowest cord of the plexus in women 
at the beginning of adult age when the greatest 
descent has occurred. It was noted also that 
respiratory excursion is greater in women and in 
the body when in a recumbent position. 

The scalenus bundle may play a part in the 
pressure phenomenon. The fact that the vein is 
rarely involved may be due partly to lack of 
fixation as it lies in front of the anticus. Murphy 
believed that both nerve and vascular symptoms 
are due to compression by the growing cervical 
rib and the scalenus anticus. The scalenus anticus 
normally fixes the artery anteriorly. The lowest 
trunk of the brachial plexus, however, is also fixed 
in proportion to the development of the costo- 
pleural ligament and the scalenus minimus 

muscle. The scalenus minimus passes between 
the nerve bundles and the artery. In a series 
of dissections the writer has found the band and 
ligament quite constantly and in some cases 
markedly developed and closely surrounding 
the nerve cords. 

In some cases nerve disturbances may be due 
entirely to circulatory changes. Changes due 
to retraction of the dome by healed tuberculosis, 
pleuritis, pressure by exudate, tumor, or other 
conditions may affect the nerves or blood vessels. 
Narrowing of the space around the cervical rib, as 
in cases of periostitis, exostosis, or other patholog- 
ic processes, or around the clavicle in cases of 
fracture of the clavicle, may occur as in a case 
described by Streissler in which the callus pressed 
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the nerves against the cervical rib. Any one of 
the causes of toxic neuritis, such as diphtheria, 
arthritis, and arteriosclerosis, may produce 
symptoms. Symptoms may be due also to local 
involvement of the subclavian. A _ patient 
seen by von Bergmann developed symptoms after 
paralysis following diphtheria and on examination 
a cervical rib was found. Todd in 1912 reported 
a case in -which brachial plexus symptoms 
developed after paralysis of the trapezius. 


SYMPTOMS 

There are two groups of symptoms characteris- 
tic of cervical rib, namely, nerve and blood-vesse| 
symptoms. The nerve symptoms may be neural- 
gic, paralytic, vasomotor, or trophic in character. 
The vascular disturbances may be arterial with 
temporary obstruction at the rib, peripheral 
vasomotor changes, or endarteritis with or without 
occlusion by thrombosis. Venous disturbances 
with cedema are rare. Ina review of 360 reportec| 
cases of cervical ribs with symptoms Halsted 
found that there were nerve symptoms alone in 
65.3 per cent, both nerve and vascular symptoms 
in 29.4 per cent, and vascular symptoms alone in 
5.3 per cent. The nerve symptoms vary from a 
tingling to neuralgia and from ataxia to paralysis. 

The lowest cord of the brachial plexus is the 
one most commonly affected and gives rise to 
symptoms through the ulnar nerve and_ the 
nerve of Wrisberg. According to some observers 
the first dorsal root sends motor fibers to the 
intrinsic muscles of the hand only, while according 
to others it contains also the nerves of the long 
flexors of the fingers. As has been stated, the 
second dorsal frequently contributes a branch to 
this root. 

Dupré and Todd describe a case of cervical rib 
in which the trunk of the seventh nerve was 
unprotected from damage by the anterior ends of 
these ribs. Clinical cases have been reported in 
which the symptoms appeared on the radial 
border of the hand, indicating involvement of the 
seventh root or perhaps a communication between 
the median and ulnar nerves. Church states that 
sensory disturbances of the radial nerve are 
present in a fair proportion of cases. 

Renton describes a case in which there were 
girdle pains around the ribs on the same side as a 
long cervical rib, and disturbed sensation along 
the lesser internal cutaneous, the internal cutane- 
ous, and the ulnar nerve. He explains that the 
girdle pain may be a reflex from the lesser internal 
cutaneous to the second intercostal nerve by way 
of the intercostohumeral which communicates 
with both. 
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Trophic or vasomotor disturbances of the hands 
develop frequently. That these may be due to 
either a primary nerve injury or an arterial 
injury, that secondary changes in the nerves may 
result from an arterial injury, and that endarteri- 
tis with occlusion of the artery may result from a 
nerve lesion has been well proven by studies of 
war injuries. However, the development of 
trophic changes when there is only an arterial 
lesion may be due to the associated injury to the 
perivascular sympathetic nerve. 

Leriche and Heitz call attention to the fact 
that previous workers (Babinsky, Froment, and 
Heitz) have shown that a vasomotor contraction 
is a constant accompaniment of paralyses and 
reflex contractures. They have noted also that 
so-called ischemic paralysis may follow oblitera- 
tion of the artery and suggest that the symptoms 
are due, not to the arterial wound, but to the 
concomitant injury to the sympathetic nerves. 
Consequently in cases in which there are reflex 
troubles, such as contractures, coldness, cyanosis, 
cedema, and circulatory disturbances in paralysis, 
they dissect away this perivascular sheath or 
resect the sheath and vessel. 

The operation is performed by thoroughly 
dissecting the cellular sheath of the artery which 
carries the sympathetic vasomotor fibers or, if the 
artery is occluded, by resecting the segment. The 
denudaticn must reach a length of at least 10 or 12 
cm. 

The results demonstrate that: 

1. After a short period of arterial constriction, 
during the manipulation of the vessels, the 
operation is followed by an elevation in the blood 
pressure of the limb operated upon. 

2. After a period of arterial constriction, it is 
always followed by an intense vasodilatation last- 
ing several weeks and an increase in the tempera- 
ture. 

3. Resection of the obliterated artery is followed 
by a more intense and lasting dilatation than 
denudation. 

4. Both operations improve the voluntary 
contraction of the muscles, the motor power of 
which was previously abolished. 

Circulatory disturbances in paralysis and reflex 
contractures are associated with local vasocon- 
traction. These may temporarily disappear 
following the application of artificial heat. 
The effect of the vasodilatation obtained by the 
sympathectomy should be increased by hot 
baths of paraffin and proper exercise. The 
favorable action of the operation is due not only 
to the increased temperature and vasodilatation 
but also to the imprcvement in the metabolism 


resulting from better oxygenation and better 
removal of waste products. 

Stopford concludes that the so-called trophic 
disturbances are the result of vascular changes 
produced by incomplete nerve division associated 
with nerve irritation. That they are the result of 
uncomplicated nerve injury is evident from the 
improvement which follows neurolysis or resection 
and suture. Stopford gives proof that nerve 
lesions due to irritation may produce changes in 
the walls of arteries supplied by the nerve. A 
case in which there was a peripheral endarteritis 
in the walls of the arteries supplied by a nerve 
with a lesion due to irritation but no blood-vessel 
injury is reported in full. Stopford agrees with 
Todd that trophic lesions are preceded by vascular 
changes. Anatomical research by Kramer, Potts, 
and Todd has shown that the vessels of the limbs 
are supplied directly from the various nerve 
trunks and that the vascular nerves do not 
pass distally as a peri-arterial plexus to their 
distribution on the peripheral vessels. This work 
has proved also that the nerves supplying a 
muscular or skin area supply also the blood vessels 
of that area. 

In a number of cases in which vasomotor, 
trophic, and secretory disturbances were present 
and were considered to be due to division or 
damage to the nerves of the limb Meige and 
Athanassio-Bénisty found that these changes 
appeared only when there was an associated 
arterial lesion. They believe that a co-existing 
arterial lesion is present in every case in which 
these disturbances are noted and that they are 
due, not to nerve lesions, but to the arterial lesion. 

Exploratory operations for the mobilization of 
nerve trunks were usually followed by improve- 
ment in the trophic disturbances. 

A common conclusion drawn by Stopford and 
Meige and Athanassio-Bénisty was that efforts 
should be made to give early relief from irritation 
in order that secondary vascular changes in the 
distal part of the circulation may be prevented. 

Burrows believes that extensive paralytic 
phenomena may follow a vascular lesion in- 
dependently of any direct traumatism of the main 
peripheral nerves. He calls this “angiotic 
paralysis.’’ It appears that an incomplete injury 
or severance of the artery is more apt to be 
followed by extensive sensory loss and flaccid 
paralysis than complete division or ligation. 
Therefore Burrows concludes that the former 
symptoms are reflex in character and divides 
angiotic paralysis into reflex and ischemic paraly- 
sis. In the reflex paralysis there is only a partial 
obstruction of the circulation, the symptoms 
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being reflex. This paralysis is characterized by 
absence of the “pins and needles” sensation, by 
flaccid paralysis of the muscles, which are soft, 
and by widespread cutaneous anesthesia extend- 
ing sometimes well above the level of the injury 
and not corresponding to any definite nerve 
distribution. 

The ischemic type of paralysis is that in which 
the obstruction is complete and the nervous dis- 
turbance is a direct result of ischemia. In such 
cases anesthesia is of a “stocking” or “glove” 
distribution confined to the portion of the limb 
which is distal to the injury and involves all 
forms of sensation. A sensation of “pins and 
needles”’ is felt. On palpation it is found that the 
muscular paralysis is associated with a hard 
unelastic condition of the muscles. Ischaemic 
paralysis with obliteration of the artery has also 
been described but is not well known. 

Makins believes it is too difficult to rule out a 
concomitant nerve injury of minor degree. In his 
opinion the differences in signs may be ascribed to 
varying degrees of local anemia and are not re- 
flex in character. 

Sympathetic involvement with pupillary changes 
in cases of cervical rib is rare as the rami communi- 
cans are given off from the first dorsal root above 
the point of pressure. Ptosis, myosis, retraction of 
the bulb, and mydriasis may be present. Church 
reports a case in which the recurrent laryngeal 
was evidently involved. Such involvement is 
more apt to occur on the right side. 

Schmidt suggests that pressure exerted by 
cervical ribs upon the cervical sympathetic 
ganglion may be a cause of symptoms of hyper- 
thyroidism. Disturbances of the phrenic nerve 
associated with diaphragm convulsions have also 
been reported (Streissler). 


VASCULAR SYMPTOMS 


Vascular symptoms are usually arterial. Ven- 
ous symptoms may occur in association with the 
arterial symptoms but are rarely present alone. 
In a series of 31 cases observed by Henderson 
here was only 1 case of oedema. Out of the total 
vumber of cases with vascular symptoms which 
were collected by Halsted some cedema was 
present in 29.4 per cent but only 5.3 per cent 
had vascular symptoms alone. 

When the cervical rib extends in front of the 
subclavian artery or is replaced by a fibrous 
ligament the artery passes over it. In exceptional 
cases, however, the artery has been found between 
the sixth and seventh cervical ribs and between 
the cervical and first ribs (Streissler, Eisendrath). 
In these cases it was compressed. Wood Jones 


believes that the cervical ribs usually terminate 
before reaching the artery. 

Symptoms may be caused also by pressure upon 
the subclavian artery. Murphy believed that 
this artery was compressed between the cervical 
rib and the scalenus anticus muscle. Babcock 
suggests angulation of the artery due to the 
scalenus anticus and the cervical rib as a cause 
of the circulatory disturbance. He states that 
there is no tendency to the formation of a collater- 
al circulation such as would be expected following 
ligation or continued obstruction. Osler also 
states that angulation plays a part in the pro- 
duction of symptoms in some cases. 

Mechanical pressure may be a factor in condi- 
tions in which certain positions of the arm stop 
the pulse altogether. Seiffer noted that in some 
cases of cervical rib the pulse is weakened 
when the arm is lifted and that when the arm 
is raised to the vertical position the pulse is 
entirely absent (Streissler). In other cases the 
weakness of the pulse may be relieved by raising 
the arm above the head, and in all cases reported 
by Thorburn in which the rib was removed these 
symptoms were relieved. 

Aneurism and some of the arterial symptoms 
may be the result of pressure. 

Halsted has been able experimentally to pro- 
duce a dilatation of the subclavian artery distal 
to a partially occluding band and believes that 
this fact explains the occurrence of enlargement 
of the artery in 21.6 per cent of 125 collected 
cases of cervical rib with vascular symptoms. 
Hamann states that the subclavian artery beyond 
the scalenus anticus frequently appears dilated. 
To obtain an explanation of some of the vascular 
symptoms it is necessary to review the work of 
Potts, Kramer, and Todd. 

In this work it was found that the subclavian 
and axillary arteries receive a nerve supply direct- 
ly from the sympathetic chain, a fact which ac- 
counts for their usual escape from involvement in 
lesions associated with a cervical rib. All of the 
other arteries in the upper limb obtain their nerve 
supply from sympathetic filaments which travel 
along spinal nerves and are distributed to various 
blood vessels at irregular intervals. The dis- 
tribution of nerves to the vessels corresponds 
roughly to the distribution of the nerves to the 
muscles and skin. This explains the early involve- 
ment of arteries in the hand in types of cervical 
rib lesions in which vessels are affected. The 
distal and peripheral blood vessels were also found 
to receive richer. nerve filaments. 

The process by which the blood vessels are 
affected appears to be: first, a stimulation of the 
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vasoconstrictor fibers; second, paralysis of the 
vasoconstrictors; and third, pathologic changes 
in the vessel wall consequent upon the nerve 
lesion. Potts states that if absolute proof can be 
obtained of the relation between damage to 
the sympathetic supply of an artery and mor- 
phologic changes in the vessel itself of more than 
focal character, the nerve damage must occur at 
some distance from the arterial tree and not 
simply in the sympathetic plexus as it lies on the 
vessel. 

Endarteritis in cervical ribs was found by Todd 
and has been produced experimentally by opera- 
tions upon nerves in rabbits and dogs (Fraenkel, 
Byrvoots). Stopford compares uncomplicated 
nerve injury with endarteritis of the peripheral 
arteries with the late changes in cases of thermal- 
gia or causalgia. In his opinion the vasomotor 
changes in the latter are due to a true irritative 
nerve lesion. Telford operated upon two cases of 
cervical rib in which there was neurovascular 
derangement. Operation completely relieved 
this progressive condition. 

The vascular symptoms in cases of cervical 
rib usually begin in the fingers and spread 
upward. Only occasionally does obliteration of 
the arteries reach the subclavian (Keen). 
The interference with the circulation in the 
large arteries is not shared by the smaller arteries 
in every instance. 


The early stage of the disease is described by 


Osler. In one of his cases he found that the 
radial pulse on the two sides seemed normal and 
equal during rest. After some exertion the pulse 
on the affected side became very small and only 
just perceptible and the arm became congested 
and cyanotic. From a study of this case it 
seemed that the lesion first stimulated the vas- 
oconstrictors, the pulse becoming small, and 
later caused a paralysis with dilatation and lack 
of tone and consequent delay in the pulse. This 
delay has been shown by Cehanovic experimental- 
ly (Kramer and Todd). The changes in the 
arterial walls seem to be selective and often 
involve the larger peripheral vessels. The cause 
of this is unknown. 

Weir Mitchell cbserved that “trophic” changes 
are most apt to follow wounds of the nerves to the 
hand or foot (that is, the lowest cord of the 
brachial plexus which contains the majority of the 
vascular nerves) and occur more rarely when the 
injury involves nerve branches which supply the 
upper portion of the limb. 

The twig supplying the subclavian artery direct- 
ly from the region of the ansa subclavia is not 
caught in the lesion of cervical rib because it 


lies alongside the artery which is not locally 
damaged. In rare instances, however, it may be 
affected secondarily (Kramer and Todd). 


THE DIFFERENTIAL DIAGNOSIS OF CERVICAL RIB 
LESIONS 


Pressure upon the lower cords of the brachial 
plexus by a cervical or first thoracic rib should be 
suspected in any case of sensory nerve symptoms 
along the distribution of the lowest brachial cord, 
paralysis of the intrinsic muscles of the hand, 
vasomotor changes in the hand, and tumor or sub- 
clavian pulsation in the region of a cervical rib. 
A proper diagnosis can be made only after a 
careful neurological examination and with the aid 
of roentgenograms. Examination of the cervico- 
thoracic region with the X-ray shows normally 
that the transverse processes of the seventh 
cervical vertebra appear decidedly shorter than 
those of the first dorsal vertebra (Jones). The 
shape, however, must not be relied upon for a 
decision as to which rib is rudimentary. In some 
cases the X-ray diagnosis may be difficult as in 
the presence of a rudimentary first rib the second 
thoracic rib may assume the characteristics of the 
first. 

Dupré and Todd state that whatever the 
radiographic appearance, there is no such thing 
as a true enlargement of the transverse processes 
of the seventh cervical vertebra. The so-called 
enlargement is in every instance a rudimentary 
rib. 

There are no changes in the reflexes in cases 
exhibiting the symptoms of cervical ribs (Streiss- 
ler). Stopford and Telford state that the greater 
loss of protopathic sensation as compared with 
the loss of epicritic sensation is characteristic of 
the nerve compression in cases of cervical rib. 
According to Thorburn, there is a dissociatior of 
various forms of sensation as in other affections 
of the brachial plexus. The thermal sense, 
however, is most readily affected and the pain 
sense is more readily abolished than the sense of 
touch. This condition is apt to be aggravated 
also by cold. No very complete anesthesia was 
present in any of his cases. 

Streissler states that at times there is a dis- 
turbance of the cervical fifth and sixth roots and 
rarely of the posterior roots. The latter gives 
rise to symptoms in the neck and the back of the 
head. Todd reports a case in which stretching 
of the cervical fifth and sixth roots resulted from 
paralysis of the trapezius. Murphy states that it 
is hard to rule out primary peripheral lesions. 

“Uniradicular paralysis” due to other causes 
can be distinguished with difficulty, if at all, with- 
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out a radiographic examination. The true path- 
ology is unknown. Neuritis may be present and 
must be ruled out. Dana describes the common 
brachial neuralgias and arm pains. Muscular 
rheumatism and arthritis deformans must also 
be ruled out. 

Didé and Courjou describe a hypertrophic 
neuritis in adults with atrophy of the muscles of 
the hands and arms. The onset of this condition 
occurs between the thirtieth and fortieth years of 
age. Complicating cerebellar symptoms are rare. 

Symmetrical atrophy of the hands or “ radicular 
paralysis” has also been described. Undoubtedly 
the symptoms in some of these cases were due to 
cervical ribs (Jones). 

Some cases of cervical rib may 
Raynaud’s disease. 

Aneurism must be ruled out and when present 
a cervical rib must be considered. 

Disease of the spinal cord and its coverings 
should always be considered. Absence of oculo- 
pupillary symptoms and of evidence of an affection 
in the descending fibers of the spinal cord (exagger- 
ation of reflexes, etc.) should suffice to exclude 
an affection of the spinal cord or its coverings. 

The following diseases should be considered: 
syringomyelia, syphilis, tumors of the spine or 
cord, other pressure lesions, vertebral caries, 
pachymeningitis cervicalis hypertrophica, and 
poliomyelitis. The last named condition is ruled 
out by the presence of sensory changes. 

Localized myositis ossificans, exostosis of the 
first rib (recognized by Syme 1853), disease of the 
rib, and tumor in this region occasionally may 
simulate a cervical rib but the X-ray will aid in 
eliminating many of them 


closely simulate 


TREATMENT 

Relief of symptoms associated with any 
anomalous or rudimentary rib, whether cervical 
or thoracic, or with even a normal rib depends 
upon many factors. If the symptoms seem to be 
due to a rib and there are no definite contra- 
indications, radical removal should be considered. 
In cases of paralysis of the muscles elevating the 
shoulder, palliative treatment with loca] stimula- 
tion may be sufficient, but when there is progres- 
sive change intervention should not be delayed. 
Coote first resected a cervical rib in 1861. 

The subperiosteal resection is preferred by some 
surgeons as it is associated with Jess danger of 
injuring the pleura and other parts. Regeneration 
of bone, however, may cause a return of symptoms 
following the use of this method. 

The postoperative disturbances may be due to: 
(1) a bony new formation from the stump, 


especially if subperiosteal resection is done 
(Jones); (2) injury to the pleura with emphysema 
or empyema; (3) aneurism; (4) injury to the 
plexus at operation causing increased paralysis 
and muscle wasting; and (5) acute neuritis (Lewis). 

The nerve and blood-vessel symptoms as a rule 
gradually abate after resection of the rib but may 
persist a year or even longer. 

Streissler reviewed the end-results in 71 cases. 
In 77 per cent the condition was cured; in 12 per 
cent, improved; and in ro per cent, unimproved. 
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Kreider, G. N.: The Repair of a Cranial Defect by a 
New Method: Report of an Apparently Suc- 
cessful Case. J. Am. M. Ass., 1920, Ixxiv, 1024. 


A boy, aged 41% years, was kicked over the left 
eye by a horse about 2 p.m., November 18, 1919. 
Examination two hours later revealed a lozenge- 
shaped compound fracture about 3 in. long and 1 in. 
wide, beginning near the outer border of the super- 
ciliary ridge and passing upward and backward over 
the frontal prominence almost to the median line. 
Two large pieces of bone were driven in, causing loss 
of considerable brain substance. 

Under ether anesthesia about 6 pieces of bone 
were removed. The 2 largest fragments were com- 
pletely buried in a pocket in the left hypochondrium. 
The wound in the frontal region was thoroughly 
cleansed, packed with iodoform gauze, and closed 
except at the ends. Antitetanus serum was admin- 
istered. On November 29 the gauze was removed 
under ether and the edges of the wound trimmed and 
brought close together. On January 7, 1920, a horse- 
shoe shaped incision external to the original 
wound was made. The edge of the dura was slightly 
dissected. The two fragments of bone were removed 
from their pocket and placed in their former posi- 
tion. A considerable layer of fat which had become 
attached to the outer surface of the fragments was 
utilized in sewing them into place. The flap was 
then brought back and closed with silkworm gut. 
Uneventful recovery followed. 

The important fact which the author wishes to 
bring out is that very often it is possible to preserve 
fragments of cranial bones by implanting them in 
some other part of the body. Louis HanpELMAN. 


Melchior, E.: Secondary Enterostomy following 
Operations for Peritonitis and Ileus (Ueber 
sekundaere Enterostomie nach Peritonitis- und 
Ileusoperationen). Berl. klin. Wchnschr., 1920, lvii, 56. 

The author reports 4 cases operated on at the 
Kuettner clinic. In all instances the secondary 
enterostomy proved a life-saving operation. Sec- 
ondary obstruction is not due to inflammatory adhe- 
sions, kinking of the bowel, or pressure by neighbor- 
ing abscesses, but is the result primarily of localized 
paresis of the bowel induced by numerous local 
injuries caused by strangulation, interstitial ham- 
orrhages, compression of the bowel wall, and ex- 
tension of the inflammation to the various layers of 
the bowel wall. Complete paralysis of a damaged 
part acts as a mechanical obstruction and in cases 


of complete bowel paralysis even an enterostomy is 
of no benefit. 

Using local anesthesia if possible, the author 
opens the abdomen at the site of the greatest dis- 
tention and sutures a medium-sized drainage tube 
into the lumen of the distended small bowel so that 
a fistula is formed similar to a Witzel fistula. In all 
cases this fistula has closed spontaneously after a 
short time. Bope (Z). 


Case, J. T.: A New Aid in the Early Recognition of 
Postoperative Ileus. J. Michigan State M. Soc., 
1920, XiX, I5I. 


In order to make the earliest possible diagnosis 
of postoperative ileus the author uses the X-ray 
as soon as symptoms of obstruction are observed. 

With the bedside apparatus in present use the 
only manipulation necessary is in the placing 
of the plate-holder. No preparation is required. 
The plate is ready for examination in fifteen or 
twenty minutes. If the location of the obstruction 
is not clear, a barium enema may be given to rule 
out colonic obstruction. If this is insufficient and if 
the surgeon believes it permissible 1% oz. of barium 
may be given by mouth. However, when the roent- 
genologist is experienced in the work, the administra- 
tion of barium by mouth is unnecessary as he will 
be able to make a diagnosis from the appearance 
of the abdominal shadows with reference to the 
gas areas present. H. J. VANDEN BERG. 


Hampton, H. H., and Wharton, L. R.: Venous 
Thrombosis, Pu'monary Infarction, and Em- 
bolism following Gynecological Operations. 
Bull. Johns Hopkins Hosp., 1920, xxxi, 95. 


Since Virchow’s monumental work, thrombosis 
and embolism have held the attention of the pathol- 
ogist, the internist, and the surgeon, and as a re- 
sult a vast amount of literature has accumulated. 
The interest of the authors was aroused recently by 
several consecutive deaths from pulmonary em- 
bolism which constituted 50 per cent of the fatalities 
for the past year. It was quite evident to them from 
the onset that the prevention of embolism in their 
clinic, if attainable in any degree, would depend 
upon an accurate study of their cases of phlebitis 
and thrombosis. They therefore collected statistics 
regarding all the cases of phlebitis and thrombosis 
that had occurred since the opening of their clinic 
in 1889. About 4o of these cases have been previous- 
ly reported by Clark and Schenck. 

The authors had been compiling their statistics 
but a short while when they made the observation 
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that in the cases of many patients with phlebitis 
who later developed pulmonary complications a 
diagnosis of pleurisy or pneumonia had been made 
without any reference to the possibility of infarc- 
tion. They found, moreover, that a certain num- 
ber of their patients who had suffered from an un- 
recognized pulmonary infarction died later of 
pulmonary embolism. 

The second half of their paper, therefore, they 
devote to the pulmonary complications associated 
with venous thrombosis. In doing this they en- 
deavor to show that these conditions have often been 
overlooked, and they present the clinical data by 
which they may be recognized. These subjects are 
treated entirely from a clinical standpoint as no 
experiments were conducted upon either thrombus 
formation or infarction. Free use is made of the 
literature, however, and in practically all of the 
fatal cases the clinical findings were checked by 
postmortem examinations. Six of the authors’ most 
interesting cases are reported. From their in- 
vestigation they make the following conclusions: 

Postoperative venous phlebitis and thrombosis 
were not peculiar to any particular type of gyne- 
cological operation. 

A number of conditions favored thrombus forma- 
tion. Of these, infection and trauma were the most 
important. 

Perineal operations were not free from these com- 
plications. 

Practically all cases of thrombophlebitis were 
associated with a slight rise in the temperature curve. 

Phlebitis and thrombosis of the leg veins when 
associated with pain and swelling were rarely ever 
followed by fatal embolism. 

Pulmonary infarction occurred most often in the 
same class of cases and during the same period of 
convalescence as femoral thrombophlebitis. 

Pulmonary infarction sometimes preceded pul- 
monary embolism. 

In the majority of cases postoperative pulmonary 
infarction has been unrecognized heretofore. 

The diagnosis of postoperative pulmonary in- 
farction was based on the clinical picture rather 
than the physical findings alone. 

With proper care, pulmonary infarction can be 
diagnosed. G. E. Bempsy. 


ASEPTIC AND ANTISEPTIC SURGERY 


MacFarlan, D.: The Germicidal Value of Potassium 
Mercuric Iodide. Am. J. M. Sc., 1920, clix, 586. 

Potassium mercuric iodide is a distinct chemical 
entity formed by the direct combination of two mole- 
cules of potassium iodide with one molecule of mer- 
curic iodide. The potassium must be in excess to 
prevent conversion into the red iodide of mercury. 
Potassium mercuric iodide is readily soluble in 
water, alcohol, and acetone. It is less toxic than 
mercuric chloride and in dilutions for germicidal 
use is a safe wash for the mucous membranes. As 
much as 6 or 8 minims of a 1 per cent solution 
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may be taken internally without gastric irritation. 
On the hands the solution is not as irritating as 
bichloride of mercury. It does not precipitate pro- 
teins and experience has shown that human blood 
serum may dissolve 100 per cent of it without any 
appreciable coagulation or precipitation of the albu- 
mins, etc. 

The germicidal action of potassium mercuric 
iodide is very effective, dilutions of 1:80,000 killing 
such organisms as bacillus typhosus, staphylococcus 
aureus, bacillus bulgaricus, bacillus acidi lactici, 
and yeasts after twenty-four hours’ exposure. It is 
more valuable than iodine on staphylococci, bacillus 
coli, and the spore-forming bacillus subtilis. 

Tests of the effect of different concentrations of 
potassium mercuric iodide on actively growing 
broth cultures incubated at 37.5 degrees gave the 
following results: 

Staphylococcus albus exposed from three to sixty 
minutes to concentrations varying from 1:100 to 
1:5 ooo showed growth only in the tube exposed to 
the 1:5,000 solution for three minutes. 

Staphylococcus albus exposed from one-half hour 
to twenty-four hours to dilutions varying from 1: 
10,000 to 1:100,000 showed growth in all tubes for 
periods of only one-half or one hour. 

Bacillus coli communis exposed for periods vary- 
ing from one to sixty minutes to dilutions varying 
from 1:100 to 1:5,000 showed no growth when the 
1:100 dilution was used, growth for one minute only 
when the 1:500 dilution was used, growth for one or 
two minutes only when exposed to the 1:1,000 dilu- 
tion, growth for one, two, three, four, and five- 
minute exposures when the 1:2,000 dilution was 
used, growth for one, two, three, five, and ten-minute 
exposures when the 1:3,000 dilution. was. used, 
and growth up to sixty minutes when the 1:5,000 
dilution was used. 

Bacillus coli communis exposed for periods vary- 
ing from one-half hour to twenty-four hours to dilu- 
tions varying from 1:100 to 1:100,000 showed no 
growth when exposed to the dilution of 1:100, growth 
for only one-half hour when exposed to the 1:5 000 
dilution, growth for one-half or 1 hour only when 
exposed to the 1:10,000 dilution, growth for one-half, 
one-, and two-hour periods when exposed to the 
1:20,000 dilutions, growth for one-half, one, two, 
three, four, and five-hour periods when exposed to 
the 1:30,000 dilutions, and growth for one-half, 
one, two, three, four, five, and six-hour periods when 
exposed to the 1:40,000 dilutions. With other dilu- 
tions up to 1:100,000 there was growth up to twelve 
hours, but at the end of twenty-four hours all 
growth had ceased except when the 1:100,000 dilu- 
tion was used, in which case the growth continued 
throughout the entire twenty-four-hour period. 

Bacillus subtilis exposed for periods varying from 
three to sixty minutes to dilutions varying from 
1:100 to 1:5,000 showed growth for’only three min- 
utes when the 1:100 dilution was used and: growth 
for sixty minutes only when exposed to the '1:5,000 
dilution. Exposure from three to sixty minutes to 
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the other dilutions up to 1:5,000 did not kill the 
growth. Therefore bacillus subtilis is less easily 
affected than some of the other organisms, this 
being due to its sporulation. 

Bacillus subtilis exposed for periods varying from 
one-half hour to twenty-four hours to dilutions 
varying from 1:1,000 to 1:100,000 showed no growth 
after three hours when exposed to the 1:1,000 dilu- 
tion, no growth after six hours when exposed to the 
1:10,000 solution, and no growth after twenty-four 
hours when exposed to the 1:100,000 dilution. All 
other dilutions used for periods varying from one- 
half hour to twenty-four hours did not stop the 
growth. 

These tests show that the 1:5,000 dilution is 
capable of destroying staphy!ococci in five minutes 
without irritation of the tissues, while dilutions vary- 
ing from 1:100 to 1:500 destroy the sporulating 
bacillus subtilis and the bacteria of tetanus, anthrax, 
gas gangrene, and malignant oedema. 

When to tubes containing 2 ccm. of different dilu- 
tions of the germicide sufficient human serum was 
added to give a coagulable protein content of 0.5 
per cent (gravimetric method) the solutions remained 
perfectly clear after twenty-four hours. 

R. R. Muste.v. 


McKenna, W. F., and Fisher, H. A.: The Use of 
Potassium Mercuric Iodide for Skin Disin- 
fection. Surg., Gynec. & Obst., 1920, xxx, 370. 


Because it was believed to penetrate the follicles 
more readily than other disinfectants iodine has 


been the disinfectant of choice for use on the skin. 
It possesses certain drawbacks, however, as it may 
cause dermatitis and irritation of the periosteum. 
Moreover it is contra-indicated in cases of hyper- 
thyroidism. 

Experiments have demonstrated that a 1 per cent 
solution of potassium mercuric iodide in acetone 
will penetrate the epidermal layer but not the true 
skin, while iodine produces only a slight staining of 
the epidermal layer. The ability of the skin to ab- 
sorb potassium mercuric iodide is shown by the 
fact that after the application of 1:1 000 solution the 
actual concentration in a given area will be 1:4,000. 
The disinfecting power of potassium mercuric 
iodide has also been proved. The effect of an ap- 
plication of 1:100 solution was compared with that 
of a similar application of a 7 per cent iodine solu- 
tion and the germicidal effect of the potassium 
mercuric iodide solution was found to surpass that 
of the stronger iodine solution. 

Potassium mercuric iodide solution in acetone 
possesses the added advantage of a solvent action 
on the natural fats and it dries very rapidly. 

The application of a germicide must kill the 
bacteria on the surface of the skin, in the hair and 
sebaceous follicles, and in the sweat ducts. It must 
not, however, injure the tissues. A solution of pot- 
assium mercuric iodide in acetone, 1:100, or in 70 
per cent alcohol penetrates by means of its solvent 
action, readily evaporates, produces no stain, and 
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causes no irritation or blistering of the skin. There 
fore, in a 1 per cent solution in 70 per cent alcohol 
or in acetone, potassium mercuric iodide is pre- 
ferable to iodine for disinfecting the skin before an 
operation. R. R. Mustett. 


ANZSTHESIA 


Ehrlich, S. D.: The Present Status of General 
Anesthesia from the Hospital Point of View. 
Med. Rec., 1920, xcvii, 651. 


The author claims that it is absolutely essential 
for the anesthetist to be a physician—a physician 
who combines a general knowledge of medicine with 
a specialized knowledge of anesthesia and the 
technique necessary for handling various apparatus. 
A general knowledge of medicine is indispensable 
for a thorough understanding of: (1) the physiology 
and pathology of the heart and blood vessels, the 
kidneys, and other organs; (2) metabolism and 
metabolic diseases—especially diabetes; (3) acid 
intoxication, the action of anesthetics in induc 
ing acidosis or aggravating it when already present. 
and the means of combating this condition; (4) 
the nature, causation, manifestations, prevention, 
and treatment of shock; (5) the various reflexes and 
their indications; and (6) the factors contributing to 
the patient’s condition. 

The large hospitals have begun to recognize the 
need for a visiting anesthetist, a physician who de- 
votes his time exclusively to the subject of anas 
thesia. This work is of such importance that it 
should be accorded a department of its own with an 
established head to assume the responsibility and 
control. This d'rector should hold a position on 
the medical board in the same capacity as the 
heads of the other departments. 

The duties of the visiting anesthetist should in- 
clude the practical instruction of the internes as-ign- 
ed to anesthesia service in the use of the various 
methods of administration which obtain in that par 
ticular hospital; the proper care and selection of the 
anesthetic ag:nts, their properties, advantages and 
disadvantages; pre-operative and postoperative care 
and treatment; and the keeping of careful records of 
all anesthesias and of charts provided for the pur- 
pose. The staff member should also supervise the 
interne during routine work. When necessary, 
however, in difficult and serious cases, he himsell/ 
should administer the anesthetic. 

At the present time the system of medical educa- 
tion is such that the student receives very little 
theoretical, and little if any, practical instruction 
in anesthesia. The hospital should afford every 
interne the opportunity to supply this need by a 
regular course of anesthesia of four to six months’ 
duration, during which time he should be permitted 
to give all the routine anesthesias under the super 
vision and instruction of the staff anesthetist. 

In view of the prerequisites mentioned a nurse 
is not fully competent to administer anesthetics. 
She may be trained in the mechanical processes of 

















the administration and may have had even a few 
months’ instruction in physical diagnosis. but this at 
best can give her only a superficial knowledge. The 
matured judgment which comes only with a thor- 
ough knowledge of medicine is lacking. She is no 
more qualified to do the work of an anesthetist than 
an operating-room nurse who knows the steps 
necessary to open an abdomen and remove an 
appendix is qualified to do the work of a surgeon. 

The fact that nurses administer anesthetics in a 
few large clinics is by no means proof that it is a 
good thing either for the patient or for the institu- 
tion. Indeed, a hospital which entrusts work of 
this nature and importance to a nurse assumes a 
grave responsibility. Justice to the patient demands 
that he be served with the utmost skill, not only in 
the mechanical administration of the anesthetic, 
but in the ability to cope with any emergency 
which may arise during the anesthesia. 

IsABELLA HERB. 


Zueblin, E.: The Results of Ether Anesthesia on 
Suspected and Manifest Cases of Pulmonary 
Tuberculosis. Am. J. Surg., 1920, xxxiv, Anes. 
Supp., 44. 

Zueblin does not favor the Savage treatment 
closed cone ether method—as in cases in which he 
has seen it used the improvement in appetite, cough, 
and expectoration claimed by Savage were either not 
noted at all or were merely temporary. He is con- 
vinced that in a large percentage of cases the onset of 
active tuberculosis closely followed a tonsillectomy, 
an appendectomy, or even a lesser intervention under 
a general ether anesthetic. In his opinion a general 
anesthetic should never be given without a most 
careful chest examination. 

Investigations on the action of ether on the tuber- 
cle bacillus have demonstrated that it partially 
extracts the fatty constituents of the bacterium. 
Experience has shown that partial antigens may be 
very powerful. It is not impossible that a similar 
process takes place in a tuberculous focus during 
ether anesthesia and that the undesirable effects 
of the anesthetic may be due in part to the libera- 
tion of toxic substances. 

Zueblin mentions the need for research on the 
effect of ether on the liver and other organs similar 
to that of Davis and Whipple regarding the effect 
of chloroform on the liver. R. B. BETTMAN. 





Guedel, A. E.: Third-Stage Ether Anzsthesia: 
A Subclassification Regarding the Significance 
of the Position and Movement of the Eyeball. 
Am. J. Surg., 1920, xxxiv, Anes. Supp., 53- 


_ It is not sufficient to know merely that the patient 
is in the third or surgical stage of narcosis. The 
anesthetist should be able to say at any time to just 
what part of the third stage the anesthesia has 
progressed. The latitude of third-stage anesthesia 
With ether is so great that the patient may be given 
more ether than necessary without immediate 
danger. Postoperative toxemia, however, is in di- 
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rect proportion to the amount of ether administered. 
Light anesthesia, if acceptable to the surgeon, 
is therefore infinitely better than deep anesthesia. 

Guedel divides the third stage of anesthesia into 
four strata and presents a chart correlating the vari- 
ous signs found in each. 

The author believes that one of the most important 
signs in anesthesia is the condition of the eyeball. 
Aside from extraneous circumstances, such as po- 
sitional asphyxia, hemorrhage, and shock, the 
patient is safe and in good condition if the eyeball 
is moving or stationary but eccentric. As the 
patient enters the first or upper stratum of the 
third stage of anesthesia either from above or 
below, a partial paralysis of the motores oculi is 
manifest. There is an intermittent contraction and 
relaxation, a variation of these causing a rhythmical 
oscillation of the eyeball, or a stronger tonic con- 
traction of one set than of another, resulting in a 
stationary but eccentric globe. Occasionally in 
alcoholic patients or persons with high reflex tension, 
a peculiar and slight twitch of the globe, usually in 
a lateral direction, will be noted. This twitch 
may not occur until from three to five seconds 
after the lid has been raised for inspection. The 
inspection therefore should not be momentary. 
When the twitch occurs, either Jate or early, it 
means that the paralysis of the motores oculi is only 
partial. 

If a rhythmical oscillation, an eccentric stationary 
globe, or a twitching is noted, the patient has not had 
too much anesthetic and, other things being equal, 
the ideal stage of surgical anesthesia has been 
reached. IsABELLA HERB. 


Ross, E. L.: The Effect of Atropine on Chloroform 
Hyperglycemia. J. Pharmacol. & Exper. Therap., 
1920, XV, 135. 


A group of animals were anesthetized with 
chloroform and the increase in the blood dextrose 
was determined. Another group of animals were 
given atropine before chloroform anesthesia and 
the change in glycemia was determined. The vari- 
ation in the amount of sugar in the blood was not 
affected by atropine. 

As it had been reported previously that atropine 
administered before ether anesthesia reduces the 
increase in blood sugar, a cause for this difference in 
ether and chloroform was sought. 

The inhibition of respiration during the induction 
of anesthesia with ether was compared with that of 
chloroform. It was found that atropine did not 
alter the effects of either chloroform or ether. 
Chloroform caused more asphyxia by this phase of 
its action than ether. 

The influence of ether and chloroform anesthesia 
on the heart rate as altered by atropine was measur- 
ed. Atropine did not materially change the rela- 
tions with either chloroform or ether. Chloroform 
caused a decrease in the heart rate about equal to 
the increase caused by the ether, approximately 5 
per cent. 
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A series of tests was made of the effects of ether 
and chloroform in the blood upon liver glycolysis. 
It was found that neither of these anesthesics had 
any influence on the rate of dextrose liberation from 
dead liver cells. 

The relation of injury of the liver cells to the 
changes of dextrose in the blood was determined 
in cases of chloroform anesthesia. In order to 
increase the injury to the liver cells the animals were 
fasted for a while before the chloroform was admini- 
stered. It was found that with the increased liver 
injury the rise in blood sugar was decreased. The 
reduction in the store of glycogen which was asso- 
ciated with the increased injury to the liver by 
chloroform was found to be without effect as there 
was no ateration of ether hyperglycemia through 
fasting. 

The results of the experiments are summarized as 
follows: 

1. Atropine administered before chloroform anes- 
thesia did not reduce the hyperglycemia. 

2. Atropine administered before ether or chloro- 
form anesthesia did not alter the changes in either 
the heart rate or the respiration. 

3. Chloroform reduced the heart rate while ether 
increased it, a fact which has been observed by others 

4. Chloroform caused almost twice as much 
respiratory inhibition as ether. 

5. A two-day fast decreased chloroform hyper- 
glycemia but did not affect ether hyperglycemia. 

6. Chloroform caused much more asphyxiation 
through respiratory inhibition and reduced heart 
rate than ether. This asphyxiation is the probable 


cause of a large part of chloroform hyperglycemia 
and explains why this hyperglycemia is not altered 


by atropine. TsABELLA HERB. 

Pena Galarza: Spinal Anzsthesia in Gynecology 
(La raquianestesia en gynecologia). Rev. Ibero- 
elm. de cien. méd., 1919, xlii, 345. 

In spite of the recent advances in gynecological 
surgery, the methods of diagnosis and the results 
obtained by operation, there is still hesitancy and 
often terror on the part of the patient when told that 
a general anesthetic must be given. Often this fear 
is so great that she refuses to submit to an operation 
unless some other form of anesthetic can be em- 
ployed. 

In laparotomies general anesthesia is used both 
to overcome pain and to prevent all movement. 
In cases of benign affections however, such as those 
that may be treated by the vaginal route, other 
forms of anesthesia may be employed. Because of 
the fear of ether and chloroform many women suffer 
for years from such affections as cystocele, rectocele, 
uterine prolapse, hypertrophied cervix, and other 
conditions causing frequent urination, dysuria, pel- 
vic pain, fecal incontinence, tenesmus, leucorrhcea, 
weakness, etc. In such cases an attempt has been 
made to use a local anesthetic but this has been 
found inefficient.. Often it was necessary to finish 
the operation under ether or chloroform anesthesia. 
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During the past three years spinal anesthesia 
with novocaine has been used in all operations by the 
vaginal route with very satisfactory results. Only in 
2 cases was there any considerable pain. The 
patient is usually able to recognize contact with the 
instruments but feels no pain. In 2 cases there was 
intense cephalalgia for a time, but this disappeared 
after the administration of large doses of aspirin. 
Intestinal paresis and paralysis of the legs lasted only 
for a few hours. The most serious complication was 
cardiac inhibition after the operation was begun on 
a woman of advanced age and very weak constitu- 
tion. Injections of camphorated oil and caffeine 
brought on a reaction so that the operation could 
be continued. In this case it was thought that the 
patient was placed in the supine position too soon 
after the injection of the anesthetic, thus allowing 
it to flow toward the bulbar region instead of toward 
the base of the spinal canal. 

The technique is that usually employed in spinal 
anesthesia, with certain minor modifications. Per- 
fect sterilization of the instruments and solution 
injected is essential. The preparation is the same 
as that for a laparotomy. The injection is made 
between the third and fourth lumbar vertebra. 
The solution of novocaine is made in 2 ccm. of serum, 
10, 15, 20, and even 30 cg. of the drug being used. 
according to the duration of the operation. Before 
the injection is made a quantity of cerebrospinal! 
fluid equal to the amount of solution to be injected 
is withdrawn. The patient is kept in the sitting posi- 
tion after the injection until formication in the legs 
is felt. The operation is begun about ten minutes 
later. The patient is then placed in the supine posi- 
tion with the head and shoulders somewhat ele- 
vated so as to form an inclined plane toward the pel- 
vis. By this means the heavier liquid injected remains 
near the bottom of the canal and acts only upon 
the portion of the cord which distributes to the 
region of the operation. During the first few hours 
after operation quiet is often very important and 
is efficiently maintained by this method. 

In conclusion the author recommends the use of 
spinal anesthesia under the following conditions: 

1. When the operation is to be performed by the 
vaginal route. 

2. When because of a general condition or some 
functional defect in the organs -of elimination, the 
patient is unable to tolerate ether or chloroform. 

3. When the patient refuses to submit to an opera- 
tion under a general anesthetic. W.R. MEEKER. 


Wells, J. R.: Anhydrous Cocaine Spinal Anzs- 
thesia. Ann. Surg., 1920, xxi, 504. 


Wells reviews the subject of spinal anesthesia or 
analgesia giving the names of surgeons who have 
employed the method, the drug used, and the results. 

From 1908 to 1914 in about 28,746 cases the mor- 
tality was not over 1 death in 1,200 cases. From 
1915 to 1917 it was 1 in 16,000. 

The advantages claimed for the method are: 
(1) perfect analgesia; (2) perfect muscular relaxa- 
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tion; (3) absence of postoperative shock; (4) absence 
of postoperative gastric disturbances; (5) absence of 
postoperative motor restlessness; (6) retention of 
consciousness; and (7) immediate resumption of 
gastro-intestinal activity if operative conditions 
permit. 

The disadvantages are: (1) the retention of con- 
sciousness by highly neurotic patients; (2) a ‘‘sink- 
ing’’ sensation due to manipulation of the stomach 
which in turn causes psychic disturbances; (3) 
difficulty in controlling the dosage of the analgesic 
agent; (4) the fact that the agents for inducing spinal 
anesthesia are not always readily obtainable and 
their administration is not as simple as that of gen- 
eral anesthetics; (5) the possibility that the analgesia 
may not be complete because of inertia of the 
anesthetic or its failure to enter the subarachnoid 
space. Complete or partial failure of analgesia, 
unilateral or delayed analge it. occurs in from 4 to 
9 per cent of cases. 

The indications and contra-indications vary with 
different surgeons, the drug agent, the technique, 
and the experience of the operator. The indications 
recognized by surgeons who have had a sufficient 
number of cases to be capable of judging are: (1) 
cardiac conditions with or without broken com- 
pensation; (2) renal conditions, especially in the 
presence of impending uremia; (3) pulmonary con- 
ditions other than acute febrile tuberculosis, large 


SURGERY OF THE 


HEAD 

Sargent, P., and others: Discussion on the Surgery 

of the Pituitary Gland. Proc. Roy. Soc. Med., 
Lond., 1920, xiii, Sect. Surg., 35. 

Lesions of the pituitary gland give rise to three 
groups of symptoms: 

1. Those dependent upon disordered function, 
that is, excessive or deficient activity or a com- 
bination of both. 

2. Those which result from an increase of the 
general intracranial pressure. 

3. Those due to pressure upon neighboring 
structures, particularly the optic chiasm. 

It is now commonly believed that gigantism and 
acromegaly are manifestations of an excessive 
activity of the pituitary gland, while infantilism, 
adiposity, and impotence result from deficient 
activity. There is thus an analogy between the 
lunctional disorders of the pituitary gland and those 
of the thyroid gland. In both cases the symptoms 
of excessive or deficient functional activity may 
merge. Cushing is the only surgeon who has oper- 
ated in this condition. In one case he removed a 
portion of the pars anterior and in another-he did a 
subtemporal decompression. In both instances the 
operation slightly alleviated the symptoms. 

In cases with symptoms of increased intracranial 
pressure, pressure symptoms mark the beginning of 
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pulmonary effusions, and large intrathoracic growths; 
(4) inguinal, femoral, and ventral hernia; (5) shock, 
if the blood pressure is not too low or falling, 
especially shock arising from injuries to the legs or 
pelvis and severe burns; (6) acute abdominal con- 
ditions, including appendicitis with or without 
peritonitis, intestinal and paralytic obstruction; (7) 
reduction of dislocations; (8) operations on the anal 
region, urethra, bladder, prostate, uterus, and 
uterine appendages; (9) plethora, atheroma, and 
chronic alcoholism; (10) an acute operative condi- 
tion developing within a short time after the inges- 
tion of a full meal. 

The contra-indications are: (1) low blood pres- 
sure (hypotension); (2) turbid spinal fluid; (3) 
diseases or tumors of the brain, cord, or meninges; 
(4) recent syphilis; (5) intrathoracic conditions such 
as'very large effusions and large growths, especially 
mediastinal; (6) advanced toxic cases of peritonitis; 
(7) acute febrile infections, especially acute pulmon- 
ary tuberculosis; (8) general sepsis or suppuration 
near th. point of spinal puncture; and (9) inability 
of the patient to stay in bed twenty-four hours 
after the operation. 

Purified hydrochlorate of cocaine is the anesthetic 
of choice. This cocaine should be used to the exclu- 
sion of other substitutes which are less active and 
less diffusible and which consequently necessitate 
stronger doses. ISABELLA HERB 


HEAD AND NECK 


the terminal stage. A simple decompression will 
overcome the headache due to general intracranial 
pressure, but cannot be relied upon to relieve the 
“‘bursting”’ frontal pain caused by sellar distention. 
In cases which show papilloedema, subsidence of 
the swelling is to be expected after decompression. 
It is probable that simple decompression will prove 
to be a useful, if not an essential, preliminary to a 
frontal attack upon a pituitary tumor. 

Hitherto, the pituitary region was subjected to 
surgical interference chiefly for visual disturbances. 
All of these cases show intracranial extension and 
Cope concludes that all pituitary tumors which 
come to operation for symptoms other than acromeg- 
aly have long before burst the bounds of the fossa. 

The majority of tumors which arise in the pitui- 
tary gland appear to be of an adenomatous character, 
and are called by Cushing ‘“‘chromophobe struma,”’ 
that is to say, an adenomatous hyperplasia char- 
acterized by deficiency or absence of the eosinophile 
granules which seem to be associated with functional 
activity. 

A large number of operative precedures to ap- 
proach the pituitary fossa have been proposed and 
practiced. Such procedures fall into two groups: 
the extradural, including transpalatal, nasal, and 
paranasal operations, and the intradural, comprising 
temporal and frontal operations. 
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At present the two methods of approach which 
hold the field are the nasal and frontal. Of the 
former, the transsphenoidal operation of Cushing 
is probably the best. Of the latter, the orbito- 
frontal operation o Frazier is the most practical 
procedure. 

In order to make a fair comparison between the 
two methods of operating upon pituitary lesions, 
not only the route of approach, but also what can 
be accomplished when the objective has been 
reached must be borne in mind. The nasal route 
is narrow and unclean, and the difficulties may 
be much increased by acromegalic deformity of 
the bones. Even under the most favorable circum- 
stances there is very little room for dealing with 
a solid tumor and in cases in which there is an 
intracranial extension, only the smallest part of 
the tumor can be attacked. On the other hand, 
the frontal operation is free from the risks of 
meningeal infection and allows the intracranial 
portion of the tumor to be inspected and dealt 
with. Its chief dangers are injury of the frontal 
lobe and serious and fatal hemorrhage from the 
stretched circle of Willis. 

From the information available it would appear 
that the beneficial effects upon the vision of partial 
removal of a pituitary tumor through the nose or of 
merely allowing it to bulge downward into the 
sphenoidal sinus are uncertain, inadequate, and 
transitory. 

The effect upon severe headache due to sellar 
distention is more uniform and may be very striking, 
but the condition tends to recur. 

The author believes that whatever advance in 
pituitary surgery may take place in the future it 
will be the result chiefly of earlier and more accurate 
diagnosis, a better understanding of the objective 
in each case, and general improvement in the 
technique of the intracranial operation. 

H. A. McKnicurt. 


Rayner, H. H.: Trigeminal Neuralgia: Injection 
of Alcohol into the Gasserian Ganglion. Brit. 
J. Surg., 1920, vii, 516. 


The author favors the treatment of trigeminal 


by the injection of alcohol into the 
gasserian ganglion. The technique described by 
Hartel is followed closely. The needle, which is 
inserted near the angle of the mouth, is passed 
through the foramen ovale and the injection is 
made at a point not more than 1 to 114 cm. beyond 
the entrance to the foramen. The chief objectio» to 
Hartel’s method is that it does not permit restriction 
of the action of the alcohol to a particular part of the 
ganglion. The total amount of alcohol should not 
exceed 1 ccm. Incases which show total anesthesia 
of the ophthalmic division twenty-four hours after 
injection the eye must be protected by goggles or 
suturing of the lids. 

Although a general anesthetic was given in the 
majority of cases, the author prefers the use of 1 pet 
cent novocaine. 


neuralgia 


INTERNATIONAL ABSTRACT OF SURGERY 


Of 3 patients treated by this method more than 
two years ago 1 has had a recurrence, but since re- 
injection has been entirely free from symptoms. 
There was no relapse in 5 cases in which the in- 
jection was given more than one year ago. Of 6 
patients treated more than six months ago, 1 can- 
not be traced, 1 sought re-injection because of re- 
currence of symptoms, 3 are entirely free from 
neuralgia, and 1 suffers from “twitches” of pain 
in the bicuspid area of the upper jaw. Four patients 
treated less than six months ago are entirely free 
from neuralgia. 

The author treated 2 patients who had neuralgia 
of the fifth nerve, non-epileptiform in character, by 
alcohol injection of the gasserian ganglion. No relief 
was obtained and 1 patient developed severe cornea! 
ulceration. Rayner therefore concludes that simple 
neuralgias of this type are located in one of the 
neurons of the facial sensory tract above the gas- 
serian ganglion and therefore treatment directed 
to the ganglion or the tract below must fail. 

M. B. KELLocc. 


NECK 


Davis, C. B.: Cervical Rib. Surg. Clin. Chicago, 1920. 
lV, 269. 

Seven cases of cervical rib, all relieved of symp- 
toms by operation, are reported. 

Cervical rib is found in 1 per cent of all bodies 
dissected in anatomical laboratories. The anterior 
portion of the transverse process of the seventh 
cervical vertebra is really a rudimentary cervical 
rib. This transverse process has two centers of 
ossification, one anterior and one posterior to the 
foramen for the vertebral artery. 

Cervical ribs have been divided into false and true 
ribs. The latter articulate like the thoracic ribs. 
The former consist of merely a shaft. Four groups 
are described by Gruber: 

1. Those extending into the neck with the distal 
end free. 

2. Those articulating with the shaft of the first 
thoracic rib. 

3. Those attached to the sternum with a cartilage 
common to the sternum and the first thoracic rib 

4. Those attached to the sternum by their own 
distinct cartilage. 

Cervical ribs of Groups 1 and 2 are the most 
common. These ribs are more frequent in women 
than in men; more commonly bilateral than uni 
lateral, and if unilateral, more frequently on the leit 
side. 

The chief symptoms are: (1) the presence oi « 
visible or palpable tumor in the neck; (2) vascular 
phenomena; and (3) sensory and motor nervous 
disturbances. 

Cold seems to influence the affected side. Cold 
water will sometimes cause ischemia with great 
discomfort and blanching of the skin. Working with 
the arm in an elevated or extended position may also 
give rise to symptoms. 
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A cervical rib can usually be demonstrated by 
the X-ray. Occasionally similar symptoms may 
arise from fibrous or cartilaginous structures in the 
same location. 

There are two methods of operative approach: 

1. Incision through the muscles of the back 
down to and at right angles to the transverse proc- 
esses of the vertebre. 

2. An angular or curved 3-in. incision, the lower 
half of which is parallel to and % in. above the 
clavicle, and the upper half parallel to the trapezius. 
In cases of first and second degree ribs it is unneces- 
sary to carry the dissection forward sufficiently to 
expose the subclavian vein or to touch the phrenic 
nerve. The brachial plexus must be pushed forward 
and backward to expose the rib with as little dis- 
placement as possible. Injury to the suprascapular 
and spinal accessory nerves must be avoided. 

The shaft of the rib with its periosteum must be 
removed to prevent recurrence. 

In one case a portion of the first rib was resected 
and the vessels and nerves dropped into the cavity. 
This is a more dangerous operation. 


SURGERY OF 


CHEST WALL AND BREAST 


Dalmazzoni S.: Observations on a Method of 
Operating for the Treatment of Purulent 
Pleurisy (Osservazioni su un metodo d’intervento 
nella cura delle pleurit purulente). Riforma med., 
1920, XXxv, 1006. 

More than go per cent of the operations performed 
by the author in 30 cases of purulent pleurisy were 
successful. The method of Schiassi was used. When 
radiography and puncture showed the presence of 
free exudate in the pleural cavity, an incision vary- 
ing in length from 12 to 14 cm. was made near the 
tenth rib and after the insertion of an aspiration 
needle 3 or 4 cm. of the rib were resected. While 
the purulent fluid was being drained the cavity was 
explored by the inserted finger and another resection 
of 3 or 4cm. of the rib was done. A gauze tampon was 
then packed lightly into the opening and left in place 
for thirty or forty hours to keep the edges of the 
wound apart. At the end of this period the gauze was 
replaced by rubber drainage tubes. No lavage of 
any kind was employed as the author considers such 
treatment useless and harmful. Recovery followed 
in from ten to twenty days. W. A. BRENNAN. 


McGlannan, A.: The Management of Empyema. 
V. York M. J., 1920, cxi, 590. 


At the present time the term “empyema” is used 
to signify a purulent exudate within the general 
pleural space. This exudate is limited only by the 
extent of the infective process and the condition 
therefore differs from intrapleural and intralobar 
abscesses which are local collections of pus walled 
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Anesthesia of the skin over the shoulder some- 
times follows the operation, but disappears in a few 
months. M. H. Hopart. 


Roeder, C. A.: Toxic Goiter following Epidemic 
Influenza. Surg., Gynec. & Obst., 1920, xxx, 357. 

It is commonly believed that the nodular or 
adenomatous and hyperplastic goiters are frequently, 
if not always, caused by infection. The recent epi- 
demics of influenza left more numerous and more 
varied complications than any other known in- 
fection. Among such complications were noted 8 
cases of goiter, all developing rapidly and immediate- 
ly following the infection. Of these 8 cases, 3 were 
adenomata which suddenly became very toxic. 
The toxemia may have been present before the 
epidemic, although it was not noted. In the other 
5 cases of hyperthyroidism the condition definitely 
followed the influenza. 

Since this paper was written the author has ob- 
served 5 more cases of goiter following influenza, 
3 of exophthalmic goiter and 2 of toxic adenomata. 

I. W. Bacu. 


THE CHEST 


off by adhesions. In planning the treatment the 
surgeon must seriously consider the nature of the 
infection and its effect especially on the heart and 
great blood vessels. 

The effect of a pleural exudate varies. Asserson 
and Rathbun consider the development of an 
effusion as an attempt on the part of nature to resist 
the infection and give comfort by keeping the 
inflamed pleural surfaces apart. In most cases the 
exudate disappears with the subsidence of the pul- 
monary inflammation, but occasionally it persists 
in the form of an empyema. Streptococcic exudates 
should never be drained while the pulmonary in- 
fection remains active. Careful aspiration in case of 
respiratory embarrassment is all that is necessary. 
Pneumococcic empyema is nearly always a sequel to 
pneumonia and therefore invariably becomes a sur- 
gical problem. In the cases reviewed the average 
duration of illness before operation was thirty-three 
days and the operative mortality about 14 per cent. 

The operation was done in most instances under 
procaine anesthesia. About 11% in. of the seventh 
rib were removed subperiosteally, the section being 
begun in the mid-axillary line and extended back- 
ward. Mattress catgut sutures were put through the 
muscle on either side of the wound and left long to 
be tied later. The pleural cavity was aspirated with 
a needle passed through the space made by the 
removal of the rib. The tension in the pleural space 
having been reduced by the aspiration, the needle 
was withdrawn and the pleura incised. The blade 
of the knife was followed by the index finger which 
filled in the opening as fast as it was made, thereby 
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limiting the passage of air into the pleural cavity. 
With the finger in the pleural cavity adhesions were 
broken up until the lung was felt expanding on 
inspiration. The finger was then withdrawn, the 
Brewer tube quickly inserted, and the expanding 
inner flange drawn against the opening. The 
mattress sutures were then drawn up and tied, the 
skin was closed, and the outer flange brought down 
tight over a single layer of four-ply gauze. The 
patient was put to bed and the end of the Brewer- 
McHenry tube connected with a drainage container 
and a disinfectant reservoir. The clamp which had 
been previously applied to the Brewer tube was then 
removed and the pus allowed to flow out under the 
water into the container. The end of the drainage 
tube being under water, no air could enter the 
pleural cavity and at the same time the syphonage 
produced a mild negative pressure. The amount of 
pus drained was measured. 

Two hours later a quantity of disinfectant equal to 
one-half the volume of pus removed was allowed 
to flow into the chest slowly from the reservoir (the 
patient being turned on the normal side) and was 
drained off again in half an hour. This procedure 
was repeated every two hours during the day and 
every six hours during the night and was continued 
until no more than 75 ccm. of the disinfectant could 
be introduced into the chest. If at this time stereo- 
scopic views showed equal expansion of the lung, the 
Brewer tube was removed and the patient was given 
a blow bottle to aid in lung expansion. 

In children it is not necessary to resect a rib. A 
soft rubber catheter passed into the pleural cavity 
through the cannula of a trocar and connected with 
a drainage apparatus will answer the purpose. 

The method described not only spares the patient 
from the discomfort of pus-soaked dressings but 
maintains a constant negative pressure in the 
pleura, thereby preventing the distress of pneumo- 
thorax and actively aiding expansion of the lung. 

Louis HANvELMAN. 


PHARYNX AND C&SOPHAGUS 
Langmead, F.: Notes of a Case of (Esophagecta- 


sis in an Infant, with Radiograms. Proc. Rov. 
Soc. Med., Lond.. 1920, xiii, Sect. Dis. Child., 43. 


The author describes a very interesting case of 
cesophagectasis in an infant. The patient, a full- 
term baby, weighed 4 lb. at birth. Before her first 
feeding she vomited and retched. 


The bowel movements were greenish. The 
vomiting occurred about an hour after meals and 
was not of the projectile type. After the fourth 
month it was not so frequent, but there was 
persistent constipation and the stools were hard 
and small. 

After being fed, the child appeared quiet, pale, 
and in collapse, but on vomiting regained her color. 
At fifteen months she weighed 14 lbs.. 5 oz. 

The family history was negative, three other 
children being normal. Soon after admission to the 


INTERNATIONAL ABSTRACT OF SURGERY 


hospital an X-ray showed a central dilation of the 
cesophagus about the size of a hen’s egg. Some food 
passed through, but most of it remained in the dilated 
cesophagus. An attempt was made to pass a 14 in. 
tube into the stomach, but it curled back into the 
sac on reaching the lower end. The child continued 
to lose weight. ‘The cesophagoscope, which was 
passed freely into the stomach under anesthesia 
revealed no organic lesion. 

In the author’s opinion the dilatation was pro 
duced by the failure of the cardia to relax. 

R. R. Mustett. 


MISCELLANEOUS 


Janeway, H. H.: The Treatment of Malignant 
Tumors of the Thymus Gland by Radium. 
Ann. Surg., 1920. Ixxi, 460. 


The author contends that malignant new growths 
of the thymus gland occur more frequently than 
is generally supposed, and therefore such growths 
should be borne in mind in the diagnosis of early 
thoracic affections. 

A favorable result in the treatment of these 
tumors depends not only upon early diagnosis and 
treatment, but quite as much also upon the variety 
of the tumor treated. Ewing states that pathological- 
ly these tumors fall into the following groups: 
(1) lymphosarcoma, composed of a diffuse growth 
of round polyhedral and giant cells; (2) carcinoma, 
in which the main tumor cell is a pavement, cubical, 
or, rarely, a cylindrical epithelial cell; and, very rarely 
(3) spindle-cell or myxosarcoma which is believed 
to arise from the stroma of the gland. 

The first symptom is usually cough without 
expectoration or hemoptysis. The cough may be 
associated at first, or very early in its course, with 
dyspnoea. In the beginning the condition is usually 
regarded as a tuberculous process of the lung In the 
majority of cases of lymphosarcoma of the thymus 
metastases extend into the lung and pleura. The 
very malignant cases metastasize early in their course 
Extension through the anterior wall of the chest or 
through the sternum is characteristic. 

Enlargement of the axillary lymph nodes may 
occur before involvement of the cervical nodes. 
Such rapid enlargement and extension to the axillary 
nodes suggests lymphosarcoma of the thymus. -\s 
the disease progresses, the dyspnoea becomes 
extreme, the infiltration into the lung and pleura 
increases, hydrothorax develops, the heart becomes 
displaced, and the large intrathoracic vessels, 
trachea, and bronchi become seriously compressed 
with consequent cyanosis and venous congestion 
of the upper chest, neck, and head. 

In all cases X-ray examination is of the utmost 
importance in the diagnosis. 

Radium offers relief to patients with this disease 
and in certain instances even a prospect of cure. 
Every effort should be made to treat the condition 
with radium during an early stage. 

H. A. McKwstcat. 
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Heublein, A. C.: Radium Treatment of Enlarged 
Thymus Glands in Infants. Am. J. Roentgenol., 
1920, N.S. VI, IQI. 

Enlargement of the thymus gland is a compara- 
tively common affection in infants and in a great 
many cases the direct or indirect cause of sudden 
death. The condition may be recognized easily from 
the history, physical examination, and roentgeno- 
gram. Up to a little more than two years ago roent- 
gen therapy was believed to be the only effective 
method of treatment. At that time the author used 
radium on a well-defined case, partly as an experi- 
ment and partly because of the observation that 
radium caused a more rapid diminution in the size 
of other pathologic overgrowths. As the result was 
so eminently satisfactory he has treated all other 
cases in the same way. 

The technique followed was crossfiring with 100 
mg. of radium element filtered through 0.3 mm. sil- 
ver at % in. skin tube distance through four 
portals of entry, the tube being placed over the an- 
terior aspect of the chest directly over the thymus 
gland. The tube was left two hours in each position, 
making a total dosage of Soo mg. hours. However, 


SURGERY OF 
ABDOMINAL WALL AND PERITONEUM 


Steward, F. J.: A Clinical Lecture on the Treat- 
ment of Septic Peritonitis. Bri/. M. J., 1920, i, 
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In his discussion of the causes and treatment of 
septic peritonitis the author states that if the diag- 
nosis and therapy were based upon a knowledge ol 
the cause the death rate would be appreciably 
decreased. The term “spreading peritonitis” he 
believes is more accurate than the term “general 
peritonitis.” 

The presence of a large amount of highly toxic 
fluid in the peritoneal cavity is a result of septic 
infection and brings about a severe toxemia associ- 
ated with vomiting and often with paralysis of the 
bowel. The course of the condition depends upon 
the completeness of the removal of this fluid and 
the treatment of the associated dehydration and 
threatened ileus. The removal of the exciting factor 
‘e. g., the appendix) is advisable if the danger is not 
increased thereby. 

Special emphasis is placed on the importance of 
thorough drainage. Simple tube drainage should 
be downward. If this is impossible, a gauze wick 
may facilitate drainage but care must be taken to 
see that it does not hinder it. In severe cases the 
author employs continuous irrigation with saline 
solution by means of Carrel tubes. Several tubes 
are introduced into the abdomen and one of them is 
led to the pelvis. A large-bore drainage tube is also 
led to the pelvis and fixed to the skin. Partial closure 
and light gauze packing complete the operation. 
The patient is then placed in the Fowler position 
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as time is such an important factor in these serious 
cases, Heublein now uses 200 mg. with half the 
time of exposure. 

In his series of 41 cases the dosage administered 
seemed to be sufficient to cure large as well as small 
thymic overgrowths in one application, and as 
it has been proven conclusively that the thymus has 
no function after birth, there need be no fear of 
over-treatment. In none of the author’s cases was 
there any tendency to regeneration of the gland. 
Possibly these results could have been obtained by a 
single intensive X-ray treatment, but no such re- 
sults have been reported in the literature. Radium 
as well as the roentgen ray is specific in its effect, 
but radium has the following advantages: it is 
portable; it gives the desired result in one treatment; 
its use is simple and therefore the dangerous 
element of fright which causes infants to resist the 
fixation necessary in roentgen-ray treatment and 
which may be the exciting cause of thymic crisis and 
death is eliminated. In addition the procedure is 


safe as the skin tube distance never varies even in the 
treatment of a very refractory child. 
ports of four cases are given. 


Detailed re- 
ApoteH HArTUNG. 


THE ABDOMEN 


on a padded bedpan and warm saline solution is 
allowed to flow into the wound at the rate of about 
a drop per second for a period varying from three to 
six days. The pelvic Carrel tube is left in place for 
several days after the others have been removed. 
To offset the loss of fluid due to vomiting saline solu- 
tion given subcutaneously and by rectum is of 
value. When there is much distention and when, 
after operation, attempts to relieve the paralysis 
fail, puncture and evacuation of the gut are indi- 
cated. Pituitrin and later turpentine enemas 
may also be tried. 

By means of warmth, rest, saline solution, and 
small doses of morphine and atropine the patient 
may be revived to such an extent that he may be 
able to withstand an operation which otherwise 
would be impossible. In this connection the author 
states that in toxic cases he does not favor spinal 
anesthesia. 

The treatment must be based upon the require- 
ments of the particular case. In early cases of per- 
forating ulcer the abdomen may be closed after it 
has been flushed with saline solution. A primary 
closure may be made also in some cases of appendi- 
citis with peritonitis but only if the patient is young 
and vigorous. In other cases gauze drainage is neces- 
sary for a few days. 

Case histories which demonstrate the applica- 
tion of continuous irrigation are given. Three recov- 
eries in 4 cases of extensive peritonitis resulted in 
from four to twelve weeks. The administration of 
morphine should be avoided when possible. The 
author recommends to gr. of medinal or 114 gr. of 


dial. 
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Cardiac failure as a complication of septic peri- 
tonitis is most intractable. When local collections 
of pus are found the author advocates temporizing 
unless immediate evacuation is necessary as in some 
instances these collections have been absorbed. 

J. W. Ross. 


Foerster, A.: Disturbance of the Excursions of the 
Diaphragm in Peritoneal Tuberculosis and 
Paranephritis as Determined by the X-Ray 
(Ueber roentgenoskopisch-feststellbare Zwerchfell- 
bewegungsstoerungen bei Bauchfelltuberculose und 
Paranephritis). Muenchen. med. Wehnschr., 1920, 
Ixvii, 38. 

Jamin and Schuermeyer found that many abdom- 
inal conditions, such as enlargement of the liver, 
hydronephrosis, ascites, tumors, etc., are associ- 
ated with a unilateral or bilateral elevation of the 
diaphragm without a marked change in its respira- 
tory excursion. Jamin has observed an elevation of 
the diaphragm without change in its convexity but 
with a decrease in the size of the costophrenic angle 
and immobility during respiration only in cases of 
subphrenic abscess. 

Foerster investigated the conditions in peritoneal 
tuberculosis. When the patient was rayed dorso- 
ventrally in the standing position flattening of the 
convexity and apparent obliteration of the sinus 
phrenocostalis were observed in addition to equal 
bilateral elevation of the diaphragm. The respira- 
tory excursions were markedly decreased. Foerster 
considers these bilateral phenomena as characteris- 
tic of peritoneal tuberculosis. When they are 


unilateral, they indicate paranephritis. Acute and 
chronic conditions of the gall-bladder and severe 
forms of appendicitis and pyelitis did not present 
this picture. 

The elevation of the diaphragm is due to the in- 


crease in the abdominal contents. In cases in which 
the abdominal pressure is increased, as in meteorism, 
the convexity of the diaphragm is not decreased and 
in inflammatory paresis of the diaphragm and reflex 
paresis due to pain the sinus phrenocostalis is not 
obliterated. The usual behavior of the diaphragm 
in cases of subphrenic abscess is probably due entire- 
lv to the mechanical conditions below it. 
Kempr (Z). 


GASTRO-INTESTINAL TRACT 


Kerley, C. G.: The Roentgen-Ray Demonstration 
of Abnormalities of the Gastro-Intestinal 
Tract in Children. Am. J. Dis. Child., 1920, xix, 
277: 

Roentgen-ray studies were made of 66 cases of 
chronic gastric and intestinal disorders in children 
from 3 months to 15 years of age. The following 
abnormalities were found: megacolon with dilated 
sigmoid and marked stasis; acute pylorospasm with 
gastric retention; elongated sigmoid causing con- 
stipation; a triple sigmoid with diarrhoea from a 
chronic mucous colitis following prolonged con- 
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stipation; elongated sigmoid with pylorospasm. 
gastric retention, and recurrent vomiting; angulate« 
sigmoid with pylorospasm, gastric retention, and 
marked constipation; enlarged sigmoid and wander 
ing stomach with pylorospasm, gastric retention, 
and constipation; gastro- and coloptosis with poor 
appetite and malnutrition; and gastro- and coloptosis 
with recurrent vomiting and malnutrition. 

From this study it was learned that persistent 
gastro-intestinal derangements affecting the im- 
mediate after-life of the patient may be dependent 
entirely on mechanical agencies. Periodic vomiting 
may be the resul of dilation or ptosis of the stomach 
with retention. A capricious appetite may be duc 
to defective emptying of the stomach. Unquestion- 
ably there is a relation between the emptying time 
of the intestine and that of the stomach, and stasis 
in the former is associated with defective emptying 
of the latter. A ptosed stomach or colon which does 
not give rise to symptoms is rare. On the other hand 
not all elongated sigmoids produce symptoms; even 
constipation may not result, provided there are no 
sacculations, adhesions, or relaxed .abdominal 
muscles. 

As regards the management of these cases, it 
was found that the most useful corrective agent for 
all types of abnormalities, both of the stomach and of 
the intestine, is a well-adjusted abdominal belt. 
When there is delayed emptying of the stomach, 
only three meals daily should be allowed. These 
should be given at as long intervals as possible, with 
very little fluid, and should be followed by rest. 
Abdominal massage and certain drugs were also 
found to be of much benefit. | Apotpu Hartuna. 


Goldbloom, A., and Spence, R. C.: The Prognosis 
in Operated Cases of Hypertrophic Stenosis 
of the Pylorus. .1m.J. Dis. Child., 1920, xix, 203 


The authors report the results of a study of 163 
cases of hypertrophic stenosis of the pylorus in 
babies treated surgically. 

One hundred and thirty-one children recovered 
and 32 died, a mortality of 19.63 per cent. 

The conclusions drawn are as follows: 

1. The duration of symptoms prior to operation 
is probably the most important single factor aticct- 
ing the prognosis. When the symptoms have heen 
present for less than four weeks, the mortality is 
only one-third as great as when they have continued 
for four weeks or longer. 

2. The mortality among artificially fed babies 1s 
more than three times that among breast-fed babies. 

3. Among infants weighing 7 Ibs. or less, the 
mortality is three and one-half times as great as that 
among babies which weigh more than 7 lbs. _ 

4. The mortality increases in direct proportion to 
the weight lost previous to operation. . 

5. The mortality among breast-fed infants who 
have vomited for less than four weeks and have lost 
less than 20 per cent of their best weight is almost 
nil. The fatalities which occur in such cases are (ue 
to avoidable accidents. P. M. Cmasi 
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Reeves, T. B.: A Study of the Arteries Supplying 
the Stomach and Duodenum and their Relation 
to Ulcer. Surg., Gynec. & Obst., 1920, xxx, 374. 


At operation practically all ulcers of the stomach 
are found along the lesser curvature. Ninety-eight 
per cent of the duodenal ulcers brought to operation 
at the Mayo Clinic are found within 11% in. of the 
pylorus, the greater number of these being on the 
anterior wall. In order to determine whether 
or not there is any difference between the character 
of the arteries which supply these regions of the 
stomach and duodenum and those which supply 
the remainder of the organ, the author studied 62 
human stomachs, most of which had been injected 
with slightly acid gelatin-carmin solution prior 
to their removal. 

Reeves reviews the anatomy of the arteries 
supplying the stomach and describes the arteries 
to the gastric submucosa. A decided difference 
is noted between the arterial plexus in the sub- 
mucosa of the lesser curvature and that of the 
submucosa of the remainder of the stomach. 
The arteries of the former are much smaller than, 
and almost twice as long as, similar vessels in other 
parts of the stomach, and make few anastomoses. 

The submucous plexus gives off two systems of 
branches; one passes to the muscular coats, the 
other to the mucous coat. The system of vessels 
to the mucous coat is rather complicated; the 
arteries proceed in a slanting, tortuous, spiral 
course toward the muscularis mucose. As the 
stomach becomes distended with food the tortuosi- 
ty is lessened and a fuller blood supply to the 


mucosa is gained during the digestive activity. 
It is found, however, that there are two permanent 
folds, one along either side of the lesser curvature. 
These do not disappear on gastric distention. 

The first 114 in. of the duodenum receives its 


blood supply chiefly from the supraduodenal 
artery, which is given off by the gastroduodenal 
or hepatic artery. The submucosa of this part 
of the duodenum contains very few arteries in 
comparison to the other parts. This is especially 
notable on the anterior surface. These anatomical 
facts may explain the “‘anemic spot’ described 
by Mayo, which is usually seen on the surface 
of the bowel in this region when its wall is under 
tension. 

Hematogenous infection has been considered 
by many investigators as a potent etiological 
factor in the production of gastric and duodenal 
ulcer. Virchow was among the first to point out 
that a thrombosis or other vascular lesion producing 
obstruction of the vessels in the gastric mucosa 
results in a hemorrhagic necrosis. In the presence 
of gastric juice this tends to cause the formation 
of an ulcer. In the area of predilection for ulcer 
formation the blood supply is not so free as in the 
other parts of the stomach as the arteries are 
smaller and longer and make fewer anastomoses. 
The fact that permanent folds along the lesser 
curvature of the stomach remain even during 
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gastric distention tends to make the blood supply 
of the area relatively less than that of the remainder 
of the stomach during digestive activity. The 
small arteries of the submucosa of the first portion 
of the duodenum are comparatively few in number, 
make few anastomoses, and similarly predispose 
to circulatory disturbances which may lead to 
thrombosis. Therefore, since the vessels in these 
regions are liable to be occluded by emboli, it is 
reasonable to suppose that they are an important 
factor in the production of ulcer by hematogenous 
infection. G. S. Founps. 


Hurst, A. F.: New Views on the Pathology, Diagno- 
sis, and Treatment of Gastric and Duodenal 
Uleer. Brit. M. J., 1920, i, 559. 


The author holds that the shape and position of 
the stomach are important factors in the incidence 
of gastric and duodenal ulcer. One type of stomach 
predisposes to gastric ulcer, the other to duodenal 
ulcer, if certain exciting causes are present. In the 
normal stomach, however, these causes are inactive. 
Duodenal ulcer develops in connection with high- 
lying, hypertonic stomachs which generally show 
hypersecretion and empty rapidly. Gastric ulcer 
occurs in hook-shaped, hypotonic, slowly emptying 
stomachs which generally show hyposecretion, 
although in some instances they show hypersecre- 
tion. 

Erosions and ulcerations are due to the action of 
the gastric juices on areas of lowered vitality. Bac- 
terial toxins from septic teeth or diseased appendices 
often are responsible for this reduced resistance. 
Chemical irritants, such as alcohol, vinegar, and 
mustard, also may irritate the mucosa to such an 
extent that its resistance is lowered. Hard, indi- 
gestible, insufficiently masticated food rubbing 
against the delicate mucous membrane causes mi- 
nute erosions which may be the starting points of 
ulcers. The author holds that although these 
various. exciting causes are fairly common, they 
produce ulceration only in persons who have either a 
hypotonic or a hypertonic type of stomach. The 
hypotonic or slowly emptying stomach with its 
high acidity permits exceptionally strong gastric 
juice to remain in contact with the gastric mucous 
membrane for an unusually long period. In the 
hypertonic or duodenal-ulcer type the first part of 
the duodenum is filled constantly with strongly acid 
chyme; even when the stomach is empty, undiluted, 
highly acid gastric juice pours through the pylorus. 

There is a class of patients with stomachs of the 
potential ulcer types who have had moderately 
severe ulcer symptoms over short periods of time, 
but who do not present the typical X-ray picture of 
ulcer. The author believes that these patients are in 
a pre-ulcerative stage which will undoubtedly 
progress to actual ulceration unless the exciting 
causes are removed. Septic foci in the mouth and 
nasopharynx should be eradicated and, if diseased, 
the appendix should be removed. The patient 
should masticate his food thoroughly and take 
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nothing that is chemically or thermically irritating 
to the stomach. A little well diluted whisky is 
permissible with meals. 

Three meals a day are suflicient for the type of 
stomach which empties slowly. Patients with rapid- 
ly emptying stomachs may take light lunches be- 
tween meals and should have a tablespoonful of 
olive oil before meals to delay the evacuation; they 
may also take alkalies to neutralize the acidity. 
Exposure to sudden changes of temperature should 
be avoided and the bowels should be kept regular 
with paraffin. 

In cases of actual ulceration the author employs 
a modified Sippy treatment which reduces the 
secretion of the gastric juice and keeps the hydro- 
chloric acid constantly neutralized. The treatment 
is continued until the patient has had no spontane- 
ous pain for three weeks and no evidence of active 
ulceration is found by X-ray examination. 

The author holds that operation is indicated in 


cases of pyloric obstruction without symptoms of 
active ulceration, gastric ulcer with hour-glass con- 
traction, recurrence of ulcer symptoms after thor- 
ough medical treatment, severe repeated hemor- 
rhage, and when malignancy is suspected. 

A. J. SCHOLL, JR. 


Struthers, J. W.: Perforated Gastric and Duo- 
denal Ulcer; 80 Cases. Edinburgh M. J., 1920. 
n.s. Xxiv, 248. 

The author’s study is based on 72 cases of duo- 
denal ulcer and 18 cases of gastric ulcer. Struthers 
has operated upon and has seen operations upon a 
greater number of cases of perforated ulcer than 
cases of ulcer before perforation or the development 
of other dangerous complications. In nearly every 
fatal case the death followed an operation per- 
formed after perforation had taken place. Twenty 
of the 90 patients died. 

Treatment by dieting, drugs, and rest in bed 
had been tried in 54 cases, but usually was only par- 
tially or temporarily successful. Of the remaining 
36 cases some were cases of rapidly progressing ul- 
cers in which perforation was the first indication of 
trouble. 

Of the 54 patients who suffered with severe 
dyspepsia the majority were men between the ages 
of 20 and 55 years belonging to the industrial class, 
and except for their dyspepsia were able-bodied. 


Of 147 cases of gastric ulcer and 63 cases of duode- 
nal ulcer treated on the medical service at the Royal 
Infirmary during 1913-14, 31 cases of gastric ulcer 
and 23 cases of duodenal ulcer were referred to the 
surgical service. 

In cases of gastric and duodenal ulcer which do 
not yield promptly and permanently to medical 
treatment, the patients should be subjected to 
operative treatment at an early stage of their mal- 
ady. C. R. STEINKE. 


Sherren. J.: The Late Results of the Surgical Treat- 
ment of Chronic Ulcers of the Stomach and 
Duodenum. Lancet, 1920, cxcviii, 691. 


The author reviews in detail the postoperative 
conditions after a lapse of t wo years in cases operated 
upon for chronic gastric or duodenal ulcer. 

A gastrojejunostomy should be done in the car- 
diac portion of the pyloric end of the stomach and 
should be between 2% and 3 in. in length. More 
rapid emptying of the stomach and a decrease in 
the gastric acidity which this operation generally 
insures are points in its favor. 

Test meals were given 174 patients both before 
and after gastrojejunostomy. The normal acidity 
was found to be: free HCI, 0.08 to 0.12, total acid 
ity, 40 to 50. The gastric acidity was lowered in 150 
cases. In 99 instances free HCl was absent and the 
total acidity was below 30. The most marked re- 
duction followed an anastomosis near the cardiac 
end of the stomach. In 26 cases in which the 
gastric acidity was determined between four and 
nine years after operation the acidity was not so 
effectually lowered. The author does not favor 
pyloric exclusion. 

Stricture of a gastrojejunostomy opening is due 
to marginal ulceration which in turn is generally 
the result of the use of unabsorbable catgut. In 760 
cases (477 cases of duodenal ulcer and 292 cases ol 
gastric ulcer) which were treated by gastroje- 
junostomy the author has had to reoperate in 7 
cases because of stricture in the opening (2 cases ol 
duodenal ulcer, 5 cases of gastric ulcer). Vomiting 
on the ninth or tenth day indicates that some me 
chanical change has taken place in the region of the 
anastomosis. 

The author has operated on 31 cases of gastro- 
jejunal ulcer. Twenty-seven of these operations 
followed a gastrojejunostomy for duodenal ulcer. 
Only 2 of the patients were women. Of 300 paticits 
with duodenal ulcer treated surgically, 50 were 
women, while of 300 with gastric ulcer, 108 were 
women. Gastric acidity is lower in women than in 
men-and lower in gastric ulcer than in duodena! ul- 
cer. 

Dilatation of the jejunum has been uncommon 
in the author’s experience. Paterson found that in 
73 per cent of cases in which there were complicating 
ulcers the symptoms began within two years alter 
the operation. In the author’s 31 cases recurrence 
of symptoms developed within eighteen months in 
30 cases. The average period before the recurrence 
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of symptoms was nine months in cases of jejunal 
ulcer and twelve months in cases of gastrojejunal 
ulcer. Pain on the left side is the most prominent 
symptom. In all the cases of jejunal ulcer perfora- 
tion had taken place and the floor of the ulcer was 
formed by either the mesocolon or the colon. Five 
of 13 jejunal ulcers had perforated into the colon. 
The prominent symptoms in such instances are 
diarrhoea and a low gastric acidity. Bleeding is 
unusual. 

If secondary ulceration is suspected, medical 
treatment may be tried, but if no relief is obtained 
shortly, a second operation should be performed. 
If the ulcer is marginal it should be excised and 
all suture material removed. If there is contracture 
of an anastomosis opening, the opening should be 
reformed, and if jejunal ulcer is present the anasto- 
mosis should be excised with the ulcer and both ends 
of the jejunum implanted separately into the 
stomach, 

It is possible that carcinoma may develop at the 
site of an ulceration around an anastomosis. 

In 389 cases of chronic duodenal ulcer the ulcer 
involved the stomach in 2 and a separate ulcer was 
present on the lesser curvature in 7. There were 9 
deaths in this series, 3 being those of patients 
among the 35 operated on for hemorrhage. The 
causes of death were continued bleeding from the 
ulcer, pulmonary embolism, bronchopenumonia, and 
regurgitant vomiting. 

Three hundred and seventy-nine patients were 
treated by gastrojejunostomy with or without in- 
volvement of the ulcer. In 2 cases the ulcer was 
excised; in 1 case simple excision of the ulcer was 
done. In 5 cases a partial gastrectomy was per- 
formed and in 2 a double gastrojejunostomy. 

In postmortem observations made in cases in 
which a gastrojejunostomy for duodenal ulcer had 
been done the original ulcers were often found 
hea led. 

The author has been able to trace 348 of 380 
patients after a two-year period. Three hundred 
and eighteen, including a!l those treated by partial 
and double gastrojejunostomy, have been pertectly 
well. Two died of some other condition. The after- 
history of 30 is unknown. Nineteen developed 
secondary ulceration and in 1 case this was fatal. 
Two had jejunal ulcers. Eighteen were operated 
on subsequently end 4 died soon after operation. 
One died within eight years. 

In the author’s practice no ulcers of the anastomo- 
sis line have occurred since the abolishment of linen 
sutures. He does not believe that carcinoma may 
develop from duodenal ulcers but has operated on 
9 patients with carcinoma of the duodenum. 

_The successes following the operative treatment 
of duodenal ulcer are a little more than 8o per cent. 
Moynihan reported successes in 82.78 per cent of 305 
cases operated upon. 

In the treatment of gastric ulcer the choice of 
operation can be decided only from tke factors 
governing the individual case. In 310 cases of chro- 
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nic gastric ulcer treated surgically there were 11 
deaths. 

On the whole, the cases of partial gastrectomy, 
combined gastrojejunostomy and excisions, and 
gastrojejunostomy alone have been _ successful. 
Three of the patients on whom a simple gastro- 
jejunostomy was done died of carcinoma of the 
stomach seven, five, and four years after operation. 
Six of 35 ulcers removed showed carcinoma. 

Of 80 patients with hour-glass stomach who were 
operated on, 4 died. The operations and mortality 
were: partial gastrectomy, 49 cases, 3 deaths; 
simple gastrojejunostomy, 26 cases, 1 death; and 
double gastrojejunostomy, 5 cases, no deaths. All 
of the patients who survived are well. 

Seventy-five per cent of the patients with gas- 
tric ulcers who were operated on have remained 
well for the two-year period. 

The author concludes that when the ulcer erodes 
the pancreas or invades the stomach gastrojejunos- 
tomy with excision is the operation of choice in 
cases of duodenal ulcer, and partial gastrectomy is 
the op-ration of choice in cases of gastric ulcer. 

J. A. H. Macown, Jr. 


Wendel, A. V.: Some Observations on the Post- 
operative Morbidity of Gastric and Duodenal 
Ulcer. Am. J. Surg., 1920, xxxiv, 101. 


Collective statistical records show an average of 
50 per cent of symptomatic failures in operations 
for gastric ulcer. 

Because of the fact that many medical men believe 
that ulcer of the mid-alimentary tract is a condition 


rarely requiring surgical aid, temporizing measures 


are continued until such extensive anatomical 
changes have taken place that operations of the 
first magnitude are necessary. 

Of 162 cases of postoperative morbidity in ulcer, 
I12 were operated upon from five to thirty-one 
vears after the diagnosis was made, and 39 imme- 
diately afterward. Symptomatic failure in the 30 
cases was due probably to premature surgical 
treatment or insufficient medical treatment.’ A large 
percentage, estimated by some as high as 80 per 
cent, of patients believed to have ulcer are affected 
with a benign but insidious pulmonary tuberculosis. 

The etiology of gastric and duodenal ulcer is a 
moot question. The streptococci found in the ulcer 
tissue bear probably the same relation to the ulcer 
as they do to tuberculosis. Hypervag<tonia may 
be responsible. The cells of the mucosa may be 
weakened in their ability to obtain antipeptic and 
antitryptic substances from the blood. The post- 
operative administration of atropine is therefore re- 
commended. Another factor in the etiology may be 
a disturbance of the endocrine system. 

Autogenous vaccines are of value in persistent 
ulcer after operation as the micro-organisms retard 
cicatrization and extend cellular necrosis. Long- 
continued rest is advisable. After careful treatment 
by the internist for twenty weeks, the patient is 
either well or in proper condition for operation. 
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Gastro enterostomy will not cure all cases as there 
is great variety in the pathology. Marginal ulcers 
are often caused 4») uwon-absorbable suture material. 

The physiological relations of the parts should not 
be altered and the t.’pe of operation should be based 
on the requirements of the individual case. The 
most rational operation is in general the removal of 
the lesion with the least possible risk. 

Pain is the most frequent postoperative complaint 
and is often due to concomitant pathology in the 
appendix, gall-bladder, or elsewhere. 

Adhesions not disturbing motility are important 
only when they mask pain. Small perforations of 
ulcers, especially duodenal ulcers, are compara- 
tively common and lead to the formation of abscesses 
which may cause symptoms in the same way as 
chronically infected tonsils. Any abscess in the 
abdomen, however small, should be drained. 
Chronic peritonitis may be due to tuberculosis 
which, if active, should be demonstrated by the 
tests. In selected cases of tuberculous peritonitis 
brilliant results are obtained by the use of tuber- 
culin. 

Chronic lymphangitis around the coeliac plexus 
causes pain and can be cured by rest in the recum- 
bent position and proper diet. 

Marginal ulceration at the suture line of the gas- 
tro-enterostomy is not an infrequent cause of pain. 
Most of these ulcers close, but if they persist they 
must be treated operatively. Fistula must be 


excised throughout their entire extent. 
Epigastric pain following operation and occurring 


during defecation is due to adhesions to the trans- 
verse colon and requires operation. 

Gastric hyperesthesia complicating atony should 
be carefully diagnosed and treated non-surgically. 

Patients presenting Ortner’s syndrome with 
increased blood pressure, etc. will be relieved by 
doses of hyocyamin, proper diet, and regulation of 
the bowels. 

Persistent diarrhoea is generally neurogenous or 
infective in origin. The etiology and the treatment 
will be indicated by careful study. 

Vomiting resulting from vicious circle requires 
operation to widen the stoma, relieve the kink, in- 
crease the mesenteric opening, or remove adhesions. 

Bleeding ulcers may result from endocrine dis- 
turbances. If they are not benefited by endo- 
crine treatment and rest they are probably due to 
cancer. M. H. Hopart. 


Bohmansson, G.: A Contribution to Our Knowl- 
edge of Primary Sarcoma of the Ventricle. 
Acta chirurg. Scand., 1920, lii, 334. 


The author reviews the literature and statistics 
in different countries as to the frequency of car- 
cinoma and sarcoma of the stomach. In the ven- 
tricle sarcoma is much rarer than carcinoma. 

Fenwick’s opinion that sarcomata constitute 
between 5 and 8 per cent of the total number of 
ventricle, tumors derives its chief support from the 
fact that the greater number of tumors of the ven- 
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tricle are not subjected to microscopic examination 
and the fact that in most cases it is impossible to 
decide to which class of growth the tumor belongs 
from the clinical symptoms or the macroscopic ap- 
pearance. 

Sarcoma of the ventricle occurs most frequently 
after the fortieth year of age, reaching its maximum 
incidence during the fifth and sixth decades. Lym- 
phosarcoma occurs usually before the fortieth vear 
of age. 

The most ordinary form is the round-éell sarcoma. 
As a rule it appears as a firm, diffusely infiltrating 
tumor in the canalis ventriculi, the wall of which is 
thereby transformed into a homogeneous mass of 
considerable thickness. The mucous membrane 
may be uneven or nodular. Later it atrophies and 
becomes ulcerated. The infiltration is not cir- 
cumscribed but continues along submucous or sub- 
serous paths toward the body of the stomach. 

Metastasis takes the same course as in carcinoma 
and is observed earliest and most frequently in 
spherical-cell sarcoma. The regional lymphatic 
glands are infected at an early period and are often 
the seat of secondary tumors. Metastases appear in 
the kidneys, liver, omentum, pancreas, ovaries, 
skin, lungs, intestines, oesophagus, mediastinum, 
and dura mater. In regard to the symptoms, it has 
been stated by the greater number of writers that 
they are distinguished in no way from those of can- 
cer. Especially in the infiltrating form of sarcoma 
the differential diagnosis from cancer is very difficult, 
if not impossible, before autopsy. 

Surgical treatment is the only treatment that can 
be taken into account and resection in healthy tis- 
sue is the only form of operation that can be con- 
sidered. The palliative measures—gastro-enteros- 
tomy or gastrostomy—are indicated only in excep- 
tional cases as usually the orifices are not stenosed 
and there are no mechanical obstacles to the 
emptying of the cavity. The resection must be 
extensive, a total or subtotal gastrectomy, as 
microscopic strands of sarcoma tissue extend beyond 
the palpable mass. 

Of 42 patients upon whom resections were done 
9 died immediately after the operation. Filtcen 
have not reported any recurrence, and of the re- 
maining 18, 6 died within a year of the operation. 
Twelve of the entire number radically operated 
upon lived more than one year afterward and 4 have 
been free from relapse fo: two years. All of those 
treated palliatively have died. 

Ventricle sarcoma appears to have a more rapid 
course than carcinoma. The average period has 
been calculated at one and one-half years, while the 
average period for cancer is between two and three 
years. H. A. McKnicut. 


Deaver, J. B., and Ravdin, I. S.: Carcinoma of the 
Duodenum. Am. J. M. Sc., 1920, clix, 460 
The case reported is that of a male, 63 years old. 
who had had pain for five months and gas distention 
after meals for one year. The total acidity of the 
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gastric contents was 94, and the free HCl, 64. 
Operation revealed a carcinoma of the second por- 
tion of the duodenum which involved also the head 
of the pancreas. A section was removed for exam- 
ination and a posterior gastro-enterostomy per- 
formed. The patient died on the third day from 
cardiac dilation. 

A postmortem examination was done through the 
operative incision. From the findings it seemed 
probable that the carcinoma had its origin in the 
duodenum although the history was similar to that 
of ulcer. 

The frequency and pathology of carcinoma of the 
duodenum is discussed on the basis of statistics 
from various clinics. 

The article is summarized as follows: 

1. Carcinoma of the duodenum is a rare con- 
dition. It is found in only 0.033 per cent of hospital 
autopsies. 

2. The percentage of carcinomata of the entire 
intestinal tract originating in the small intestine 
varies from 2.5 to 3.1 per cent. 

3. The incidence of carcinoma of the duodenum 
to that of carcinoma of the jejunum and ileum is as 
47-7 per cent is to 52.2 per cent. 

4. Inch for inch the duodenum is much more apt 
to undergo carcinomatous change than the jejunum 
or ileum. 

5. The relative frequency of carcinoma in the 
various portions of the duodenum is as follows: 
first portion, 22.15 per cent; second portion, 65.82 
per cent; third portion, 12.02 per cent. 

6. Carcinomatous degeneration is not nearly as 
frequent in chronic duodenal ulcers as in chronic 
gastric ulcers. C. R. STEINKE. 


Cade, A., and Devic, A.: Cancer of the Duodeno- 
jejunal Angle (Cancer de l’angle duodénojéjunal). 
Arch. de. mal. de ’'appar. digest., 1920, x, 419. 

The authors’ case was that of a woman 72 years 
of age. The patient died following a gastro-enteros- 
tomy. In discussing the condition emphasis is placed 
upon the importance in the diagnosis of pseudopy- 
loric symptoms (dilatation of the stomach and 
hyperperistalsis) and hunger pains which develop 
several months before the symptoms of stenosis. 
lhe gravity of the affection is quite out of propor- 
tion to the degree of malnutrition and the growth 
of the neoplasm. 

Stenoses below the ampulla of Vater give rise to 
two types of symptoms: the one, gastric (duodenal 
reflux, vomiting, and dilatation), and the other, 
intestinal (constipation and the signs of occlusion). 
In most cases the first type of symptoms predomin- 
ates. Although it would seem that the site of the 
stenosis would influence the degree of the dilatation 
of the stomach this is not always true. In the case 
reported the cancer was situated for the most part 
in the jejunum but the peristaltic contractions were 
normal. The authors believe that the diagnosis of 
stenosis below the ampulla of Vater is confirmed by 
Persistent bilious vomiting associated with a pyloric 
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syndrome. Hunger pain, which was a very definite 
symptom in the authors’ case has never been record- 
ed in a case of cancer of the duodenum although it is 
a classical symptom of duodenal ulcer. 

W. A. BRENNAN. 


Heuyer, G., and Leveuf, J.: The Syndrome of 
Appendicitis and Pseudo-Appendicitis Associ- 
ated with Dysentery (Appendicites et syndrome 
pseudo-appendiculaire des dysenteries). Arch. d. 
mal. de appar. digest., 1920, x, 385. 


In the acute ameebic dysenteries the ulcerous le- 
sions of the large intestine are associated with a 
true and sometimes ulcerative appendicitis. This 
condition is rarely revealed because its symptoms 
are masked by the dysenteric toxemia or by diffuse 
septic peritonitis. 

In the course of chronic recurring dysenteries, 
both ameebic and bacillary, there is a pseudo- 
appendicitis syndrome which at first dominates the 
clinical picture but generally precedes a renewed 
attack of the dysentery. Such a syndrome appears 
to be due to the dysenteric ulceration rather than a 
true appendicitis. 

If in the course of an acute dysentery the clinical 
symptoms point clearly to involvement of the appen- 
dix, the case is generally beyond aid by medical 
treatment and immediate operation is indicated. 
The authors’ experience in a number of cases leads 
them to agree with De Barres who recommends 
appendectomy and an extensive cecostomy in cases 
of even slight appendicitis with acute dysentery. 

The pseudo-appendicitis syndrome should be 
treated medically until such treatment proves 
inefficacious, when operation is necessary. In all 
the authors’ cases presenting this syndrome the con- 
dition has been cured or greatly im p oved by medical 
treatment alone. Surgery is very rarely necessary. 

W. A. BRENNAN. 


Kummer, E.: Acute Appendicitis at tre Beginning 
of the Crisis (L’appendicite aigué au début de la 
crise). Rev. méd. de la Suisse Rom., 1920, x\, 133. 


In 30 per cent of the cases of acute appendicitis 
the mucosa of the appendix is destroyed during the 
first day, and in 70 per cent after the second day of 


the crisis. Because of the loss of this protective 
barrier the wall of the appendix is invaded by the 
putrefactive bacteria and may become gangrenous. 
Gangrene developed on the second day in 46 per 
cent of the cases, on the third day in 53 per cent, 
and on the fourth day in 65 per cent. A purulent 
peritoneal exudate was found in 18 per cent on the 
second day and in more than 4o per cent on the 
third and fourth days. 

A leucocytosis of 20,000 tends to confirm the 
diagnosis of acute appendicitis. The course of the 
condition is generally determined during the first 
two days and it is only during this short interval 
that expectant treatment may be employed as a 
means of arriving at a diagnosis. After this period, 
temporizing may be fatal. 
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In 109 cases operated upon during either the first 
or second day of the crisis the mortality was 1.9 
per cent. Among those in which operation was done 
the third day it was 14 per cent and among those 
operated upon between the fourth and the twelfth 
days it was 22.4 per cent. All but one of the fatal- 
ities were due to peritonitis. Peritonitis, the chief 
complication of acute appendicitis, begins with the 
crisis. Up to the thirty-sixth hour it is usually not 
dangerous but after this period it is nearly always 
suppurative and if it becomes generalized is fatal. 

The mortality among medically treated cases of 
acute appendicitis has been about 10 per cent for 
the past twenty-five vears but the operative mor- 
tality is steadily falling. In 522 cases of old or recent 
suppurative appendicitis the mortality was 5 per 
cent and among those operated upon within the 
first forty-eight hours it was less than 2 per cent. 

W. A. BRENNAN. 


Muehsam, R.: The Present Status of Early Opera- 
tion for Appendicitis (Der heutige Stand der 
lruehoperation der Appendicitis). Zischr. f. aerztl. 
Fortbild., 1920, xvii, 1. 

Operation is not indicated in every first attack of 
appendicitis as frequently this attack is also the 
last. The decision must be made from the condition 
of the pulse, the general appearance, abdominal 
rigidity, pain, and meteorism. If one of these signs 
indicates that the condition is serious, early opera- 
tion should be undertaken. In recurrent attacks 


operation should be performed immediately. The 


author attaches no significance to the leucocyte 
count or the leucocyte curve. 

Muehsam prefers the right flank incision. When 
the exudate is clear or only slightly turbid the 
abdomen may be closed without drainage, but 
when it is decidedly turbid or purulent, drainage or 
tamponade should be instituted and combined with 
Fowler’s position. Neither irrigation nor walling 
off of the bowels is advisable. To obtain peristalsis 
early, salt solution should be given by rectum and 
physostigmin, pituglandol, or homonol given hypo- 
dermically. 

Of 182 patients with acute attacks who were 
operated upon during the first, second, or third day 
only 4 (2.2 per cent) died. ADLER (Z). 


Richardson, E. P.: 
Obstruction following Appendectomy. 
ton M.& S. J., 1920, clxxxii, 362. 


Ileostomy for Postoperative 
Bos- 


In considering the place of enterostomy in the 
treatment of intestinal obstruction, a distinction 
should be made between obstruction occurring 
spontaneously or late after operation and that oc- 
curring early after operation during the period of 
convalescence. The latter is due usually to recent 
plastic or partly organized adhesions which are 
temporary rather than permanent causes of ob 
struction. 

Seven cases of obstruction occurring during 
convalescence from appendicitis are reported. In 
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5 of these ileostomy was done for obstruction which 
was apparently mechanical in nature. Four of the 
five patients were children. Recovery occurred in 
every instance with spontaneous closure of the 
fistula, the patients remaining well for from one to 
eight years. The results suggest that ileostomy is a 
more favorable method of treating obstruction due 
to recent adhesions than other types of obstruction. 
Good results depend on early operation, and it is far 
better to operate on an occasional case unnecessarily 
than to postpone operation until the later stages of 
obstruction have developed. 


Sloan, H. G.: Gas Cysts of the Intestine; Report 
of a Case. Surg., Gynec. & Obst., 1920, xxx, 38u 


The author reports a case in which the small 
intestine was covered to a large extent with small 
cysts. A complete autopsy report is given. 

The patient, a man aged 32, had suffered for 
fifteen years with stomach trouble. For the past 
two months he had retained nothing, but had never 
vomited blood nor passed any blood by rectum. An 
X-ray plate did not reveal any liver shadow under 
the diaphragm but the outline suggested a small 
gut. 

Sudden abdominal pain and signs of perforation 
hastened operation. When the abdomen was opened 
clusters of gas-containing cysts attached to the lower 
portion of the small bowel opposite the mesentery 
and a prepvloric perforated ulcer completely ob- 
structing the pylorus were found. The ulcer was 
closed and a gastro-enterostomy done. The patient 
died the following day. 

In the author’s opinion the etiology of the con- 
dition is mechanical. P. M. Case. 


The Operative Treat- 
Brit. M. J., 1920, 


Lockhart-Mummery, P.: 
ment of Ulcerative Colitis. 
i, 497. 

In spite of extensive clinical and bacteriological 
investigation, very little advance has been made 
during the past ten years in the diagnosis and treat- 
ment of truly chronic ulcerative colitis. The author 
considers two types of cases: (1) the ordinary sporad- 
ic chronic type, and (2) the chronic type following 
the epidemic forms of ameebic or bacillary dysentery. 

The clinical histories are variable. Usually there 
is a history of continuous diarrhoea followed by the 
constant appearance of blood in the stools. The 
sigmoidoscope, by means of which the characteristic 
ulcerative condition of the bowel may be seen, should 
be used to confirm the diagnosis. 

The author believes that medical treatment 
has not been successful except in very mild cases but 
he admits that possibly this opinion is incorrect for. 
being a surgeon, he probably sees only the medical 
failures. The author’s treatment consists in 1m- 
mediate appendicostomy followed in severe cases 
by early and frequent saline irrigations. After the 
diarrhoea has been checked and there is a consequent 
general improvement in the patient’s condition the 
use of from 3 to 6 pints of a saline wash two or three 
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times a day is advisable. On no account should an 
antiseptic be used for irrigation as poisoning is 
almost sure to follow. Solutions of silver nitrate or 
protargol may be employed, but the best results 
are obtained with normal saline solution. 

KINGSLEY RENSHAW. 


Pauchet, V.: The Treatment of Chronic Intestinal 
Stasis by Total Colectomy (Traitement de la 
stase intestinale chronique; colectomie totale). 
Paris méd., 1920, x, 280. 

Pauchet has had ten years’ experience in the 
treatment of chronic intestinal stasis by short cir- 
cuiting the colon. The majority of operations were 
entirely successful. 

Medical treatment is first given a trial as Pauchet 
believes that for several vears chronic intestinal 
stasis due to changes in the intestinal walls, the 
formation of adhesions, etc. is purely functional and 
due to glandular insufliciency. The earlier colec- 
tomy is done, however, and the younger the patient 
the better are the results. Minor operations do not 
generally give permanently satisfactory results. 

For a long time Pauchet did a hemicolectomy but 
now he prefers a total or almost total colectomy. A 
right hemicolectomy leaves a splenic kink and fre- 
quently a sigmoid kink. The removal of the left 
half of the transverse colon and the splenic colon 
makes the end-to-end anastomosis easier. The 
small intestine distends and becomes transformed 
into a kind of large intestine. 

Pauchet’s technique consists of the following 
stages: (1) a long incision to the left of the median 
line; (2) exploration of the intestine, stomach, etc.; 
(3) liberation of the large intestine; (4) ligature of 
the mesocolon; (5) intestinal resection; (6) end-to- 
end anastomosis of the ileum to the sigmoid; (7) 
repair of the mesocolon. 

After the suturing is completed it is well to intro- 
duce an oesophageal drainage tube through the 
anus as far as the anastomosis. The tube should be 
sutured to the anus and kept in place for a week. 

W. A. BRENNAN. 


Fasano, M.: A Contribution to the Surgery of the 
Descending Colon (Contributo alla chirurgia del 
colon discendente). Policlin., Roma, 1920, xxvii, 
sez. chir., 61. 


In a case of persistent stercoreal fistula which 
had resisted plastic operations the author deter- 
mined to operate radically and did a left para- 
rectal laparotomy externally to the fistulous tract. 
A cicatricial mass composed of omentum and intes- 
tinal loops adherent to each other and to the abdom- 
inal wall in the vicinity of the fistula was discovered. 
When these adhesions were freed the descending 
colon was also found to be adherent to the ab- 
dominal walls near the fistula. 

After the descending colon had been freed exter- 
nally and posteriorly and complete hemostasis had 
been secured, the colon was sectioned at the level 
of the splenic flexure and the entrance into the sig- 
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moid and removed with the part of the abdominal 
wall which contained the fistulous tract. It was then 
possible to approximate the two ends without any 
trouble. The stumps were united by end-to-end 
anastomosis. The abdominal wall was sutured in 
layers and a small capillary drain was inserted. The 
postoperative course was normal. 

In this case the anatomical fixity of the descend- 
ing colon, which was increased by the mass of adhe- 
sions, almost constituted a contra-indication to the 
procedure adopted. Moreover the author had no 
technical guide for the anastomosis in a partial 
colectomy of this kind. It was his plan at first to 
follow W. J. Mayo’s scheme of introducing a sig- 
moid tube through the anus but this was not neces- 
sary. The mobilization of the colon, which it was 
believed would be impossible, was effected quite 
easily. 

The only difficulties in an operation of this type 
are encountered in the splenocolic ligament corres- 
ponding to the splenic angle and the descending 
mesocolon which contains important vessels. The 
relation of the operation to the ureters is important 
but the difficulty in this respect is not a contra- 
indication to the procedure. 

With regard to this type of anastomosis the author 
discusses the objections raised to the end-to-end 
type and the general preference for lateral anasto- 
moses. Fasano has adopted the end-to-end anasto- 
mosis, basing his choice on the results of certain 
experiments. He found that after lateral anasto- 
mosis a column of water introduced into the intes- 
tine from above had difficulty in traversing the ca- 
nal, the proximal portion of the anastomosed bowel 
being much distended in comparison with the distal 
portion. No such difficulty was noted after an end- 
to-end anastomosis. This fact has been verified’ 
repeatedly, and Fasano therefore believes that lat- 
eral anastomoses hinder the normal peristaltic move- 
ments and favor intestinal paralysis. The difficulty 
of uniting the two intestinal stumps of different 
diameters may be obviated by making a small inci- 
sion in the smaller stump and flattening out the 
angle thus formed. W. A. BRENNAN. 


Bevan, A. D.: Carcinoma of the Splenic Flexure. 
Surg. Clin. Chicago, 1920, iv, 311. 


A patient, 50 years of age, complained of loss of 
weight and strength, diarrhoea, and blood in the 


stools. The blood was found in the center of the 
stool. Stomach and duodenal as well as lower 
bowel pathology were excluded by tests and X-ray, 
fluoroscopic, and sigmoidoscopic examinations. No 
palpable mass was felt, but the clinical findings 
pointed toward abdominal pathology. 

At operation a carcinoma of the splenic flexure 
was found. The mass was about the size of a fist 
and adherent to all of the surrounding structures. 

A Mikulicz operation was then done. The tumor 
mass was freed from the surrounding structures by 
cutting the mesocolon, breaking the adhesions, and 
thus mobilizing the region of the splenic flexure. 
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Dry gauze was packed into the old tumor bed to 
prevent oozing of blood, and the tumor delivered 
outside of the abdomen. Iodoform gauze was then 
substituted for the dry pack and the upper wound 
was closed, the tumor mass being left outside. A 
No. 14 American catheter for drainage was tightly 
fastened into the proximal (transverse) colon with 
purse-string sutures. 

Three or four days later the bowel on both sides 
of the tumor was ligated and the mass removed with 
the electric cautery. This left a double colostomy 
opening. 

After a week or ten days a heavy clamp was 
placed on the septum between the adjoining bowel 
ends and left there to bring about pressure necrosis. 
The fecal matter then passed from the proximal 
to the distal gut and the external wound gradually 
closed. If the wound does not close spontaneously 
it may be closed after a few weeks under local 
anesthesia. 

The Mikulicz is not always the operation of 
choice, but should be used if conditions arise 
similar to those in the case described. The prognosis 
is very grave, the mortality being 50 per cent. If 
the patient survives, however, the operation will 
result in an alleviation of symptoms, although a 
radical cure is not to be expected. M. H. Hosart. 


LIVER, GALL-BLADDER, PANCREAS, 
AND SPLEEN 


Mosti, R.: A New Contribution to Hepatopexy 
(Nuovo contributo alla epatopessia). Riforma med., 
1920, XXXV, Logo. 


Mosti refers to a method of performing hepa- 
topexy, neglected by the majority of surgeons which 
was introduced by the Italian surgeon Santucci in 
1901. He reviews all the methods in use for fixing 
the ptosed liver and insists that the Santucci method 
is the best. An operation performed successfully 
by this method on a woman 41 years of age is de- 
scribed. In the Santucci method the liver is placed 
on a cord formed by the parietal peritoneum and 
sustained by the right costal arch by means of 
stitches through the hepatic margin. The abdominal 
portion, denuded for a space of its peritoneal cover- 
ing, will acquire large and solid adhesions. 

The incision begins at the costal border, follows 
the external margin of the right rectus, descends 
obliquely toward the right to about four finger- 
breadths below the costal arch, and then gradually 
ascends toward the posterior axillary line. It 
involves the entire thickness of the abdominal wall 
except the peritoneum. The musculocutaneous 
strip thus formed is turned back on the thorax. 
The peritoneal serosa is then incised and a strip 
obtained which is twisted so as to form a cord. The 
method is a marginal hepatopexy in which a serous 
peritoneal cord is substituted for the horizontal 
cords proposed by Jeannel and to which a comple- 
mentary extraperitoneal fixation of the free border 
of the liver is added. W. A. BRENNAN. 
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Fravel, R. C.: The Occurrence of Hypochlorhydria 
in Gall-Bladder Disease. Am. J. M. Sc., 1920, 
clix, 512. 


The author reports the gastric findings in 61 
cases of bile-tract infection, with and without stones, 
which were proved at operation. Contrary to the 
formerly accepted idea that hyperacidity is the rule, 
a low percentage of hydrochloric acid was found 
in the majority of cases. In none was there associ- 
ated pathology of the stomach or malignancy. The 
Ewald test meal was used, and apparently but one 
analysis was made in each case. The superiority 
of fractional analyses is conceded. 

Of the 61 cases, 16 showed an absence of free 
HCl; 45, a free HCI content of less than 20; 11, a 
normal content; and only 5, an increase. Eleven 
cases showed a total acidity of 50 or more and 39 
a total acidity of less than 4o. W. H. Napter. 


Rolleston, H.: Dyspeptic and Other Referred 
Symptoms Associated with Disease of the 
Gall-Bladder and of the Appendix. Bri/ 
M. J., 1920, i, 317. 


In this article the author considers referred symp- 
toms associated with diseases of the gall-bladder 
and appendix which are localized in the epigastrium, 
do not at once suggest local disease of the responsible 
organ, and are remote in place. He is interested 
primarily in the gall-bladder and appendix which 
are manifesting the results of a former inflamma- 
tion rather than those of a progressive and chronic 
inflammatory process. 


The referred symptoms may be divided according 
to the mechanism of their production into reflex, 


mechanical, toxic, and infective. Pylorospasm, 
failure of the ileocecal valve to relax, cecal stasis, 
inhibition of defecation, frequency or inhibition of 
micturition, and cardiac irregularities are classified 
under mechanical symptoms. MacKenzie and 
Hurst state that reflex epigastric pain is due to an 
irritative focus in the spinal cord. The mechanical 
factors include pericholecystic adhesions which 
embarrass the movements of the stomach, interfere 
with the passage of food through the pylorus, or 
cause the formation of an hour-glass stomach. Ad- 
hesions around the appendix may lead to intestinal 
stasis with ensuing toxemia and may alter the 
radiation of pain. They have been thought also to 
cause pain on the left side and, if the gall-bladder 
is the seat of inflammation, pain in the right iliac 
fossa. 

The toxic factor which produces pain in the vis- 
cera is the absorption of bacterial toxins from the 
gall-bladder or appendix. Such absorption causes 
myocarditis and possibly hemorrhages from the 
stomach and intestines. The appendix or gall- 
bladder acts as a focus of infection. The appendix 
is probably the primary focus, and the gall-bladder, 
kidney, pancreas, and local phlebitis in the iliac veins 
are secondary foci. 

The dyspepsias caused by disease of the gall- 
bladder and appendix have been recognized only 
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recently. The author emphasizes the importance of 
preventing infections in the gall-bladder and ap- 
pendix by eliminating foci of infection in the tonsils 
and teeth. Supervision of the food supplies is 
desirable and early attention to signs of intestinal 
infection and constipation. 

The symptoms of the dyspepsias described are 
variable, and a diagnosis as to which organ is 
primarily affected cannot be made from the character 
of the subjective manifestations alone. Epigastric 
pain and tenderness with flatulence are the most 
constant features, but the time of onset, relief from 
food, and the presence of heartburn and vomiting 
are variable. Neurasthenia and recurrent headache 
may be prominent symptoms, especially in cases of 
long-standing appendicitis with pain and toxemia. 
The acid content of the gastric juice varies, but the 
author is inclined to agree with Fenwick that 
hyperchlorhydria is very apt to be associated with 
active irritation, whereas in the presence of mere 
thickening, adhesions, and kinks the gastric juice 
may have a low content of free hydrochloric acid 
or none at all. Rolleston cites the figures of Euster- 
man of the Mayo Clinic who, in a series of cases of 
gastric and duodenal ulcer found that 40 per cent 
of the patients had disease of the appendix and 9.7 
per cent, disease of the gall-bladder. 

As aids in the diagnosis the use of the X-ray and 
the special diagnostic methods of Hurst, Friedman, 
and Bastedo are advised. Complications associated 
with diseases of the gall-bladder and appendix are 
chronic colitis with exhausting diarrhoea, pancreati- 
tis with diarrhoea or diabetes, myocardial changes 
with anginoid symptoms cured by a cholecystec- 
tomy, pyelitis, pyelonephritis, and, less commonly, 
synovitis and arthritis. I’. S. ScHOONOVER, Jr. 


Krabbel, M.: The Pathology and Treatment of 
Cholelithiasis (Zur Pathologie und Therapy der 
Cholelithiasis). Zischr. f. aeral. Fortbild., 1920, xvii, 


>: 


The author describes three cases of torsion of the 
pedicle and volvulus of the gall-bladder. The pa- 
tients were women in the eighth decade of life who 
aw exhibited all the symptoms of acute 
ileus. 

Clinically the only sign present was a painful re- 
sistant area beneath the left lobe of the liver which 
In one case simulated the form of a transversely 
placed kidney and showed indefinite fluctuation. 

The first patient was operated upon following a 
diagnosis of “‘obturating carcinoma of the hepatic 
flexure.”” At operation a chronically inflamed gall- 
bladder was found which was rotated 180 degrees on 
the cystic duct. As factors predisposing to this 
volvulus the author considers a bulging of the wall 
of the gall-bladder due to gall-stones and weakness 
and stretching of the ligaments due to lack of fat. 
The exciting cause was severe exertion. 

Cases of torsion of the pedicle of the gall-blad- 
ler without stones have not been reported. 

. KONyJETZNY (Z). 
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Horgan, E. J.: The Histogenesis of Carcinoma in 
the Islets of the Pancreas. J. Lab. & Clin. Med., 
1920, V, 429. 

A detailed study of 262 pancreases was made at 
the Mayo Clinic in an endeavor to throw light on the 
histogenesis of pancreatic cancer. The association 
of cancer with chronic inflammatory changes in 
other organs led the author to expect neoplastic 
changes in chronic pancreatitis. The specimens 
were removed at autopsy from patients who had 
died of diseases of the stomach, duodenum, or gall- 
bladder. 

The various pathologic conditions noted included 
acute and chronic pancreatitis, fat necrosis, hyper- 
plasia in the islets of Langerhans, cysts, and hy- 
pertrophy. Hypertrophy and hyperplasia in the 
islets in cases of chronic pancreatitis were selected 
as the subjects of the investigation reported. 

Some investigators consider hypertrophy and 
adenomata of the islets as indicative of a precan- 
cerous state. Hypertrophy, however, has been 
found in association with diabetes although it is not 
characteristic of this disease. In none of the author’s 
cases in which hypertrophy of the islets was found 
was the condition associated with glycosuria. 

Chronic pancreatitis was an almost constant find- 
ing in cases of gastric and duodenal ulcer. The 
extent of the inflammation manifested by a lympho- 
cytic infiltration or a fibrosis was dependent upon 
the location and duration of the ulcer and the sever- 
ity of the acute exacerbation. 

Hypertrophy of the islets in connection with a 
chronic pancreatitis was observed in 48 of the 262 
cases. The histories of these 48 cases showed that 
gastric or duodenal ulcer was found at operation or 
autopsy in 79.3 per cent. Gastric ulcer was found in 
71 per cent of the 262 cases. The islets showed 
hypertrophy in 25 per cent. Gastric and duodenal 
ulcers were found associated in 11 cases and the 
islets showed hypertrophy in 2 of these (18.1 per 
cent). 

Hypertrophy was noted also in association with 
several other conditions. 

The hypertrophied islets, which were generally 
found in large numbers, varied from 5 to 6 mm. in 
diameter, were surrounded by a thickened con- 
nective-tissue capsule, and contained hypertrophic 
and hyperplastic epithelial cells in various stages of 
differentiation. Some showed hyperplastic un- 
differentiated cells migrating through the capsule, a 
condition which is undoubtedly carcinoma. 

The author believes that neoplastic potentialities 
are not confined to any single type of cell, and that 
cancer of the pancreas may arise from any one of 
the epithelial units, i.e., the ducts, the acini, or the 
islets. 

The work reported demonstrated the successive 
biopathologic changes in the epithelial cells of the 
islets in the pancreas from the normal to early 
carcinoma and will place on record in the literature 
2 of the earliest cases of carcinoma of the pancreas. 

A. J. Scnoxt, Jr. 
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Garrod, A. E.: The Schorstein Lecture on the 
Diagnosis of Disease of the Pancreas. Brit. M.J., 
1920, i, 4509. 

The author emphasizes the fact that the diagnosis 
of pancreatic lesions is uncertain. In this connection 
he quotes Wardell who, in 1871, wrote: ‘‘No 
symptoms are pathognomonic of pancreatic disease; 
an assemblage of symptoms indicates the probability 
of its lesion.” 

The factors which aid in the diagnosis of pan- 
creatic lesions may be divided into three groups: 
(1) clinical signs and symptoms, i. e., tumor, pain, 
tenderness, vomiting, cyanosis, and the signs of 
pressure upon neighboring structures; (2) failure of 
the external secretion of the pancreas; and (3) 
failure of the internal secretion of the pancreas. 

A mass, which is usually movable, may or may not 
be present in the upper abdomen in pancreatic 
disease. The pain is often very severe and may 
be continuous or paroxysmal. Vomiting and severe 
constipation are also prominent symptoms. Jaund- 
ice, the one pressure symptom which is worthy of 
note, often aids materially in the diagnosis. 

In drawing attention to the supposed relation 
between the thyroid gland and the pancreas, the 
author discusses Loewis’ test. Two or three drops 
of 1:1 000 solution of adrenalin are dropped into 
the conjunctival sac. If dilatation occurs in from one- 
half to one hour, d sease of the pancreas is probable. 

The author discusses in detail also the various 
other tests for the failure of the external secretion 
of the pancreas and concludes that steatorrhoea and 
creatorrhoea are the most important. 

Failure of the internal secretion of the pancreas 
may be shown by the presence of glycosuria. The 
author questions the value of the Cammidge reaction. 

J. A. H. Macouv, Jr. 


McConnell, A. A.: Splenomegaly and Jaundice; 
Splenectomy. Practitioner. 1920, civ, 278. 


The article presents the diagnostic features and 
treatment of diseases in which splenomegaly is 
associated with jaundice. 

The outstanding features of one case which is 


reported in full were: chronic jaundice, afebrile 
exacerbations, splenic enlargement, leucopenia, 
absence of liver enlargement, and _ intermittent 
presence of bile in the urine. The differential 
diagnosis lay between Hanot’s hypertrophic biliary 
cirrhosis, Banti’s disease, and hemolytic jaundice. 

The condition was regarded as Hanot’s cirrhosis 
without enlargement of the liver. Banti’s disease 
was excluded because of the presence of early and 
well-marked jaundice, the absence of ascites, and 
the absence of any definite hemorrhages. Hamolyt- 
ic jaundice was excluded (in the absence of a 
fragility test) by the depth of the jaundice, the 
leucopania, and the general appearance. 

A general theoretical discussion of the three dis- 
eases follows, the conclusion being reached that 
splenectomy is indicated if there is evidence of in- 
volvement of the liver secondary to the involvement 
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of the spleen or if the spleen is a factor in the causa 
tion of hepatic cirrhosis. The fact that the spleen 
is sometimes enlarged before the occurrence of hepat- 
ic enlargement and the development of jaundice is 
usually taken as evidence of a systemic infection, but 
may signify a primary involvement of the spleen. 
The author sums up the reasons for splenectomy 
in cirrhosis of the liver as follows : (1) it relieves 
the liver of work; (2) it renders circulating toxins 
more dilute in the portal vein; (3) it is of great benefit 
in chronic conditions characterized by increased 
blood destruction; (4) in the Mayos’ hands it has 
given ‘“‘extraordinarily good results.”’ 
P. M. Crtase. 


MISCELLANEOUS 


Straus, D. C.: Subdiaphragmatic Abscess— Trans- 
pleural Drainage of a Case Due to Abscess 
of the Liver. Surg. Clin. Chicago, 1920, iv, 377 

The case reported was a case of subdiaphragmatic 
abscess due to abscess of the liver in a man who 
went to Central America a year and a half ago and 
while there developed malaria and ameebic dysen- 
tery. 

Bacillary dysentery is caused by four closely 
related species of bacteria: the bacilli of Shiga- 
Kruse, Flexner, and Strong, and the Hiss-Russel 
Y-bacillus. The dysentery caused by the Shiga- 
Kruse bacilli is most severe, being associated with 
frequent complications and a high mortality. The 
changes are superficial and tend to remain localized 
in the mucosa, particularly about the ileocwcal 
valve. Severe nervous and toxic symptoms, myclitis 
and neuritis, are common in this type and do not 
occur in ameebic dysentery. Liver abscesses are rare 
in bacillary dysentery and when they do occur are 
usually multiple and small. Ameebic dysentery 
usually produces a single large abscess. 

Ameebic dysentery is caused by the entamaba 
histolytica dysenteriz of Schaudinn. In this condi- 
tion deep ulcers are formed, particularly in the 
rectum and sigmoid flexure. The amoebe enter the 
submucosa by way of the glands and the necrotic 
ulcers formed may reach even to the serosa. From 
these intestinal ulcers the amoebe enter the veins of 
the intestine and are carried by way of the portal 
vein to the liver. Often by the time the case reaches 
the surgeon the pus is sterile. Among the bacteria 
that have been found in these abscesses are staphy- 
lococcus albus and aureus, bacillus coli, and pneu- 
mococci. 

Abscess is the most common complication of 
amoebic dysentery and about 85 per cent of all 
tropical liver abscesses result from this condition. 
The abscess is usually located in the upper pert ol 
the right lobe of the liver, near the convexity and 
particularly near the posterior axillary line between 
the ninth and tenth ribs. This occurs in about 95 
per cent of the cases. 

Clinically, abscess of the liver is rarely observed 
as early as one to three weeks after the dvsentery. 
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Usually it develops much later; in some cases after 
a lapse of years. 

The syndrome as a rule consists of fever, enlarge- 
ment of the liver, and liver pain, although any one of 
these symptoms may be absent. Frequently also a 
condition known as “‘liver abscess facies” is ob- 
served. The skin is pale and yellowish, the face 
is emaciated, the eyes are deeply sunken, and the 
sclera are waxy and subicteric. 

While fever may be absent occasionally, it is 
seldom absent entirely. It is not characteristic in 
its type or course, but usually is not high and 
tends to rise in the evening. It may be inter rittent 
like that of malaria, but a point in the differential 
diagnosis from malaria is the absence of enlarge- 
ment of the spleen in cases of liver abscess. At the 
time of onset, the fever is not infrequently associated 
with chills. The occurrence of chills later suggests 
the formation of new abscesses. 

Enlargement of the liver is always present in 
cases of solitary liver abscesses. In cases of small 
abscesses there is a diffuse inflammation and general 
enlargement of the liver. When the abscess lies near 
the concavity of the liver the epigastrium is bulged 
forward. When the abscess is very large, pressure 
on the portal vein may cause ascites. Often there 
is bulging of the lower intercostal spaces on the 
right side of the thorax. 

Spontaneous liver pain and pressure pain are 
also of importance in the diagnosis. These pains 
vary greatly in intensity, are often localized, and 
in a general way indicate the si uation of the abscess. 
When it is located in the upper portion of the right 


lobe, the pain often radiates to the right shoulder 
blade. When it lies well in the middle of the right 
lobe, pain often results from deep pressure in the 


intercostal spaces. A perihepatic friction-rub also 
aids in the localization. 

Another symptom is interference with respiration 
due to reflex immobility of the diaphragm, inflam- 
matory paralysis, mechanical compression of the 
lung, or a secondary pleural effusion. 

A decided leucocytosis is almost always present, the 
count being ordinarily between 15,000 and 20,000. 

In the treatment diagnostic puncture should be 
done only when it can be followed immediately by 
operative drainage. Because of the danger of infec- 
tion, hemorrhage, and injury to a viscus or large 
vessel, it should not be done on the anterior surface 
or in the left lobe. If in an exploratory laparotomy 
the abscess is found in the usual location the punc- 
ture may be made in an area bounded anteriorly by 
the anterior axillary line, posteriorly by the poste- 
rior axillary line, and above by a line not over 2 in. 
above the costal margin. The subsequent operative 
opening should be made high up as the liver con- 
tracts during the course of healing. 

In case the needle has penetrated the diaphragm 
before reaching the pus, as in subphrenic abscess ot 
liver abscess, it will be raised by the diaphragm at 
each inspiration, whereas if the condition is empy- 
ema or lung abscess, this does not occur. 
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Regarding the prognosis of liver abscess not 
operated upon, the author states that small ab- 
scesses may heal spontaneously, but such healing is 
rare and should not be awaited. 

The treatment should consist of open operation 
and perpleural or parapleural drainage or drainage 
effected by abdominal laparotomy or, rarely, by 
lumbar incision. The first two methods are prob- 
ably the most generally used and the operation may 
be doxe under local anesthesia. I. W. Baca. 


Barron, M.: Abnormalities Resulting from the 
Remains of the Omphalomesenteric Duct; 
Report of Two Cases. Surg., Gynec. & Obst., 1920, 
XXX, 350. 

A case of umbilical polyp lined with intestinal 
mucosa and a similar specimen found at autopsy are 
reported with a résumé of the literature. 

The patient, aged 5, had a persistent discharge 
from the umbilicus which began shortly after birth 
although nothing abnormal was noted at the time 
the cord was separated. On examination a small 
polypoid mass of granulation tissue was found. 
This mass had no opening and the discharge which 
covered it did not contain feces or urine. The mass 
was excised and the wound healed promptly. 

Microscopic examination showed an internal core 
of irregular bundles of smooth muscle fibers and con- 
nective tissue and a peripheral or glandular zone 
resembling the mucosa of the intestine. 

The specimen obtained at autopsy showed a 
narrow Meckel’s diverticulum with a thick, cord- 
like attachment to the abdominal wall near the 
umbilicus. 

The article is summarized as follows: 

1. Umbilical inclusions of remnants of the om- 
phalomesenteric duct are not at all uncommon. 
Most of the “umbilical granulomata”’ are probably 
structures of this type. 

2. Umbilical polypi presenting gastric mucosa 
undoubtedly originate in remnants of the omphalo- 
mesenteric duct rather than in gastric diverticula. 
The histological and functional characteristics of 
these anomalies are probably determined by the 
stage of foetal development during which the con- 
striction occurs. 

3. The milieu is an important factor in determin- 
ing the type of cells called forth by any given 
stimulus. P. M. CHAsE. 


Tierney, J. L.: Pneumoperitoneum. J. Missouri 
State M. Ass., 1920, xvii, 137. 

After giving a résumé of the literature the author 
describes the procedure he himself uses to induce 
pneumoperitoneum for the study of intra-abdominal 
conditions. 

His conclusions regarding pneumoperitoneum 
are as follows: ‘ 

1. The technique is exceedingly simple. The 
requirements are an adequate apparatus, a proper 
needle, surgical cleanliness, local anesthesia, and 
care to prevent puncture of underlying viscera. 
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2. The method is harmless. This assumption is 
based on the fact that in some 4oo recorded cases 
there have been no untoward results. 

3. The procedure has remarkable diagnostic 
possibilities, especially for the fluoroscope, and is 
easily adapted to film and plate work. 

4. The most important contra-indication is 
acute inflammation of the peritoneum. Others are 


SURGERY OF THE 


DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Colvin, A. R.: The Clinical Course and Pathology 
of an Obscure Osteitis Causing Loose Bodies in 
Joints. Minnesota Med., 1920, ili, 65. 


The origin of loose bodies in joints has always been 
problematical. The four cases reported in this paper 
furnish some evidence that the bodies come from an 
osteitis which results in loosening of bone just under 
the cartilage covering of the articular surface. These 
loose pieces with a partial covering of cartilage 
finally become free in the joint cavity. It is believed 
that the pieces are not sequestra. The author is in- 
clined to accept the theory that the osteitis is due to 
an infection and that the symptoms arise from a 
low-grade inflammation. 

In the four cases reported, in all of which the con- 
dition involved the knee, the only symptom for the 
first few years was pain of an aching character re- 


ferred to that joint. After several years the joint 
became swollen, impaired in function, and limited in 
motion, and presented a clinical picture resembling 


that of early arthritis deformans. Finally the 
characteristic symptoms of loose bodies, catching 
and locking, developcd. In one case pain was the 
only symptom for four years, and in another, the 
only symptom, for fifteen years. 

Case 1. Man of 51. Dull aching pain and in- 
ability to extend the knee completely. No swelling 
or tenderness. The roentgenogram did not show the 
presence of a loose body but revealed a small cir- 
cumscribed area on the mesial condylar surface of 
the femur. A year later symptoms of loose body 
developed and the X-ray showed a loose body in the 
suprapatellar region. 

CasE 2. Girl of 17. First seen three years after 
the onset of pain which up to that time had been the 
only symptom. A small lesion much the same as 
that noted in Case 1 was seen in the roentgenogram. 
About a year later (four years after the onset of 
symptoms) severe pain and locking occurred and on 
operation an oval body still attached by strands 
of the posterior crucial ligament was found near the 
defect in the femoral condyle which was: revealed 
by the X-ray. 

CasE 3. Boy of 18. Six years of more or less con- 
stant pain was followed by swelling and painful 
movement. The roentgenogram showed an area 
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respiratory and circulatory disturbances, meteor- 
ism, and the presence of numerous adhesions. 

5. The simplicity, diagnostic value, and harm- 
lessness of the method, particularly if the oxygen 
is withdrawn afterward, render it practicable in 
ordinary routine diagnostic procedure, and because 
of its intrinsic worth it should have a wider ap- 
plication. P. M. Cuase. 


EXTREMITIES 


on one femoral condyle which appeared partly de- 
tached from the rest of the joint surface. At opera- 
tion this area was found to be a partly detached 
piece of bone covered on one side by the joint 
cartilage and on the other by an irregular layer of 
fibrocartilage. 

Case 4. Man of 28. Symptoms for fifteen vears. 
Catching pain lasting a moment or two. Occ sion- 
ally there was absence of symptoms for two oi 
three months at a time. The findings in the roent- 
genogram were practically the same as in Case 2. 

These four cases represent a condition described 
by Koenig in 1888 as osteochondritis dissecans. It 
is generally believed that the condition is of trau- 
matic origin, but the findings in the author’s cases 
do not bear out this theory. It is clear that the 
separated body is not deprived of its nutrition for 
cartilage grows on its detached surface and capil- 
laries are present before complete detachment. 
Colvin therefore concludes that infection and _ in- 
flammation are the etiological factors. 

W. A. Crark. 


Marsiglia, G.: On the Etiology and Pathogenesis of 
Multiple Cartilaginous Exostoses (Sull’ etiologia 
e patogenesi della esostosi cartilaginea multipla) 
Riforma med., 1920, XXxv, 177. 

Multiple exostoses ought not to be considered 
simply as a product of local changes in the inter- 
diaphyso-epiphyseal cartilage but as a symptom of a 
general morbid condition which is a distinct and 
true disease and is often associated with other 
anomalies as regards the form and length of the 
bones. 

In the author’s opinion there is some relation 
between rachitism and the development of multiple 
exostoses and both are due to alterations in the 
thyroid or other endocrine glands. He is more 
inclined to attribute the condition to pluriglandular 
changes. In a case of his own multiple exostoses 
were associated with rachitism, but there was 
no appreciable variation in the development oi the 
thyroid. W. A. BRENNAN. 


McCurdy, S. L.: Focal Putrefactions and Their 
Bearing on Osteo-Arthritis and Other Diseases. 

' J. Orthop. Surg., 1920, ii, 92. 
The orthopedic surgeon may not hope to arrest 
the onward advance of an osteo-arthritis until he 
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has found the source of the toxin. When necessary, 
the pathologist, the internist, the genito-urinary 
specialist, the gastro-enterologist, the radiographer, 
the laryngologist, and the dentist should be called 
into council. 

Increased knowledge of internal medicine and in- 
vestigations which have thrown new light on sys- 
temic diseases with local and remote manifesta- 
tions have led the clinician to assist as far as 
possible in working Out a better understanding of 
these conditions. 

Heretofore it has been the custom to treat 
symptoms occurring in definite parts of the body by 
local methods. In more recent years it has been 
discovered that these local symptoms are often only 
remote manifestations of a blood-stream infection 
having its source in some area of putrefaction. 
Chief among such areas are: (1) the throat, (2) 
the mouth, (3) the alimentary canal, and (4) the 
genito-urinary tract. 

The principal conditions of the throat which 
give rise to blood-stream infection are hypertrophy 
and ulceration of the tonsils and adenoids. All the 
diseases of the middle ear and mastoid, meningitis, 
intracranial abscess, sinusitis, etc. are traceable 
directly to the throat. Tuberculous glands of the 
neck are now removed only after the tonsils have 
been operated upon as a possible, source of in- 
fection. Mouth breathing, a consequence of throat 
or nasal obstruction due to enlarged tonsils and 
adenoids, results in anemia, chlorosis, endocarditis, 
endarteritis, tuberculosis, and general systemic 
toxemias. 

The principal disease of the mouth, the most 
frequent source of systemic infection, is pyorrhoea. 
This may result in sore and painful joints, arthritis 
deformans, endocarditis, intestinal indigestion, loss 
of teeth, antral disease, alveolar abscess, osteomyeli- 
tis, neuritis, neuralgia, glandular enlargement, 
endarteritis obliterans, and painful feet. 

The alimentary canal may be a source of sys- 
temic infection because of constipation or intestinal 
stasis which results in the accumulation of faeces and 
putrefactive changes. Intestinal ulcers, appendicitis, 
afiections of the gall-bladder, the liver, the mesen- 
tery, and the portal circulation, and systemic con- 
ditions, such as headache, anemia, etc., are all 
traceable to this condition. 

In the genito-urinary tract occur a great number 
ot serious and fatal secondary infections. The 
primary cause is gonorrhoea followed by urethritis. 
Secondary conditions which are apt to develop are 
stricture of the urethra resulting first in perineal 
fistula and finally in complete occlusion, retention 
of urine, and uremia. Chronic urethritis sometimes 
leads to chronic prostatitis which may have grave 
complications such as deep perineal abscess. Sys- 
temic infections from chronic genito-urinary dis- 
eases are acute and chronic gonorrhceal arthritis. 
In the majority of cases this leads to ankylosis and 
permanent deformity of the extremities. 

G. E. Bemy. 
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Roberts, P. W.: Syphilitic and Tuberculous Joints. 
Am. J. Syphilis, 1920, iv, 309. 

Roberts draws his conclusions from more than 
two hundred bone and joint cases. His conten- 
tions, supported by those of others, are that the 
symptoms of syphilitic and tuberculous joints are 
so similar that it is often difficult to differentiate 
the two conditions definitely. “The X-ray may 
show a bone lesion in either disease, but, contrary 
to accepted theories, there are usually no definite 
characteristics upon which to base a diagnosis.” 
The author’s study demonstrated also that in the 
late manifestations of inherited lues the Wasser- 
mann test is extremely unreliable. 

In the cases reviewed the results of treatment 
were not often prompt. The author believes that 
this fact was due to the slower or oral method of 
drug therapy which was employed. Frequently 
when the medication was omitted too soon after the 
disappearance of the symptoms a relapse occurred 
but when the administration of the drugs was re- 
sumed the response was quick. 

Roberts emphasizes particularly the importance 
of adapting the treatment to the requirements of 
the individual case. Local treatment is also of im- 
portance. In tuberculosis the plaster cast should 
be used; in syphilis, the ordinary splint. 

It is unwise to make a diagnosis of joint tuber- 
culosis until the possible presence of inherited syphi- 
lis has been eliminated by five or six weeks of vigor- 
ous antiluetic treatment. 

The article gives 15 case reports. 

A. R. HoLLenpeEr. 


Thevénot: Complications of Torsion of the Knee 
(Les complications de l’entorse du genou). Rev. 
de chir., Par., 1919, vii, 942. 


Complications which may follow torsion of the 
knee may involve the ligaments, the synovia, or the 
meniscus, according to the structures injured. 
Usually the knee is twisted inward and there is 
dragging on the upper insertion of the internal lat- 
eral ligament. 

When chronic arthritis, proliferating synovitis with 
or without the presence of foreign bodies, meniscitis, 
and luxation of the meniscus a*e complications of 
torsion of the knee they are almost always due to an 
inward twist. It is the internal meniscus which is 
generally involved by meniscitis or luxation as the 
inward twist of the knee occurs most frequently 
and the internal lateral ligament constitutes the 
principal fixation of this meniscus. 

The majority of the complications may be cured 
by orthopedic treatment. W. A. BRENNAN. 


Hutchins, C. P.: Weakened Foot: Its Measure- 
ment and Correction. Med. Rec., 1920, xcvii, 
681. 


Weakened foot results from increased body 
weight or weakness of foot muscles which have been 
overstretched by malposition of the various bones, 
improper shoes, or improper walking. 
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The author describes in detail the anatomy and 
function of the active foot, emphasizing the fact 
that ligamentous strain which produces flatfoot is 
due primarily to the loss of tension and balance in 
the muscles, chiefly the supinators and flexors. 
Outward rotation of the calcaneus and descent of 
its anterior portion mean flatfoot. Predisposing 
causes include sedentary pursuits and other condi- 
tions which prevent full function of the feet. 

Distinction must be made between disability and 
deformity. Physiological pronation produces dis- 
ability whereas anatomical pronation causes de- 
formity which may or may not constitute a dis- 
ability. 

Formerly deformity was wrongly estimated by 
means of soft-tissue prints, roentgenological estima- 
tion from the lateral aspect of bone displacements of 
the passive foot, and casts of the non-weight-bearing 
foot made for correction and to obtain the specifica- 
tions for shoes. The estimation should be made from 
the active foot. For this the author uses his ‘‘ rotam- 
eter,” an instrument the chief feature of which is a 
platform to be placed under the feet, each half of 
which can be tilted until the external promontory 
of the tubercle of the os calcis lies anteroposteriorly 
to the lower border of the external surface of the 
trochlea of the talus. A solid post carrying an 


adjustable cross arm at the level of the inner surface 
of the talus stands midway between the inner 
malleoli to correct the rotation. 

With the feet thus exactly corrected and the ball 
snugly secured by a transverse strap, a mould of the 


foot is made. The heel support made from this 
mould tilts the heel like the Thomas heel. It serves 
also to keep the astragalus from slipping further 
inward and downward as the position of correction 
made by the post on the rotameter is retained by 
the lateral portion of the heel plate. 

In addition to the use of this mechanical device 
the circulation should be stimulated by daily mas- 
sage and passive motion with special attention to 
dorsal flexion. Exercises also are of value, the most 
important beirg active, slow, and firm contraction 
of the toes, the patient standing with the toes over 
the edge of the pedestal. Walking straight instead 
of toeing out is another important factor in the 
correction of the condition. R. G. PACKARD. 


Carling, J.: The Treatment of Weak or Flat Feet, 
with Report of a New Combination Foot Sup- 
port. Mil. Surgeon, 1920, xlvi, 423. 


The author gives a brief description of the 
anatomy and function of the normal foot. He states 
that weak or fallen arches are due to ligamentous 
strain after weakening of the muscles of the foot. 
Following such weakening the muscles of the foot, 
calf, hip, and lower back work at a disadvantage 

In the treatment the first requisite is a properly 
fitting shoe with a moderately low heel and sufficient 
room for the toes. In addition the author recom- 
mends the use of an arch support and describes one 
of his own which he claims will meet all requirements. 
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Carling’s arch support consists of: (1) a full- 
length flexible insole bearing on its under surface 
two compartments to be filled with felt or other 
resihent material to raise the longitudinal and 
transverse arches; (2) a supinating wedge of leather 
attached to the under surface, the purpose of which is 
to raise the inner border of the foot; and (3) a light 
steel spring underneath the supinating wedge which 
serves aS a counter-support to the longitudinal 
arch and, by strengthening the shank of the shoe 
maintains the efficiency of the support. The sup- 
port is light, flexible, adjustable, comfortable, 
simple, and efficient. R. G. Packarp. 


Bryan, L.: Bony Changes in Feet following Frac- 
ture of the Vertebra. Am. J. Roentgenol. 142, 
N. S. Vii, 125. 


The author cites two cases in detail in which 
fractures of vertebre were followed by bony changes 
in the feet. In the first case the astragalus and some 
of the metatarsals and phalanges were involved. 
The changes were mainly in the nature of erosions, 
although there was also a slight tendency to hyper- 
trophic change. In the second case some destruc- 
tion and slight hypertrophy occurred in the os calcis. 
In both cases an interval of several years intervened 
bet ween the time of the injury to the spine and the 
changes in the Jeet. 

In the author’s opinion such changes are due at 
least partially to repeated trauma. 

ADOLPH HARTUNG. 


FRACTURES AND DISLOCATIONS 


Saner, F. D.: The Plating of Simple Fractures. 
Lancet, 1920, cxcviii, 812. 

The author points out that two main principles 
must be observed in the treatment of any fracture: 
(1) the bone must be restored as nearly as possible 
to its original anatomical line; (2) the complete 
function of the joints above and below the site of 
the fracture must be maintained. These principles 
are interdependent. Simple fractures may be 
treated by means of accurate splinting or by open 
operation. Saner favors the latter and explains 
how some of the main objections to it may be 
overcome. 

Careful technique and the avoidance of postopera- 
tive hemorrhage are important factors in the 
prevention of sepsis. It is desirable also to make the 
incision sufficiently large to prevent traumatism 
during the manipulation of the fragments. The 
plates and screws do not often cause after-ctiects 
necessitating their removal. , 

After the operation a suitable Thomas splint 
should be used to immobilize the limb. This type ol 
splint makes it possible to move the patient at an 
early stage of the treatment. On the tenth day the 
dressings should be changed and the splint applied 
less firmly in orde1 to permit some movement. After 
the third week massage and both active and passive 
movement should be begun, at first very gently. 
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In cases of fracture of the lower limb it is not w’se 
to allow the patient to walk, even with crutches, 
until firm union is obtained. G. S. Foutps. 


Orr, H. W.: Points To Be Observed in the First 
Ten Days of the Treatment of Compound 
Fractures. J. Orthop. Surg., 1920, ii, 196. 


In cases of fracture immobilization is of secondary 
importance to correct position but both are essen- 
tial for successful results. The promotion of bony 
union by rubbing the ends of fractured bones togeth- 
er is not advisable. 

Military experience taught that the simplifica- 
tion of apparatus made it possible for large num- 
bers of surgeons to do excellent work in a short time. 

Plaster of Paris applied by the Whitman method 
is of value in fracture of the neck of the femur. 

During the war patients with fracture of the hu- 
merus which in many instances involved the elbow 
were sent to the hospitals with the arm in a straight 
Thomas splint, the elbow being straight and the 
hand pronated. In many of these cases neither 
normal relationship nor immobilization had been 
obtained. Following the teaching of Jones, the rule 
was then made that every fracture of the humerus 
was to be taken out of its straight Thomas splint, 
the elbow flexed and the hand supinated and dorsi- 
flexed. The only exceptions to the supination of 
the hand were the few cases of patients who expected 
to be employed later in work which required the 
hand to be held with the palm downward on a 
table. After such manipulation the hand was fixed 
in plaster of Paris, often with a body cast, or care- 


fully bandaged into a Jones humerus traction splint 
or an aeroplane splint. 
The Thomas splint should always be applied in 


the same manner. Individual methods invariably 
lead to a loss of efficiency as patients pass from one 
surgeon or hospital to another. In the application 
of this splint to fractures of the leg the following 
points must be observed: 

A long splint with a well-fitting ring must be 
selected. It must be bent to an angle of 10 or 15 
degrees at a point 1.5 in. above the level of the knee 
joint. With regard for the wounds, the adhesive 
traction bands must include as much skin of the 
leg and thigh and extend as high as possible. The 
traction ropes for twisting attached to the lower end 
of the adhesive should be of 0.25 in. rope or 4-ply 
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muslin fastened very securely into the adhesive so 
that it will not give way under a pull of even 15 or 
20 lbs. Muslin hammocks not more than 4 in. 
wide should be placed across the splint for its entire 
length at a sufficient tension so that the leg rides 
well on top of the splint. The splint should then 
be applied and the traction straps tied firmly over 
the lower end, the ring tight against the tuberosity 
of the ischium. A right-angle foot-piece should be 
applied next and the foot and knee bandaged in 
such a way as to put the entire extremity at rest in 
the splint. The twisting of the traction bands should 
have attention once or twice daily. The lower ends 
of the splint should be tied to the outer end of the 
foot of the bed in such a position that the lower end 
of the femur rotates slightly outward. The foot of 
the bed should be raised 12 in. so that the patient’s 
body acts as a counterweight. 

The author expresses the hope that the four or 
five standard splints used by the A. E. F. will come 
into general use in this country and that most of 
the other methods and forms of apparatus will be 
discarded. L. C. DonNELLY. 


Lemon, C. H.: Suggestions for the Treatment of 
Fracture of the Radius and Ulna at the Middle 
Third. Wisconsin M. J., 1920, xviii, 465. 


Next to fractures of the hip, fractures of the 
middle third of the forearm are the most difficult to 
treat. Since the relation of the flexors and pronators 
to the extensors and supinators is as 3 is to 2, a loss 
of balance results from a fracture of this kind, the 
flexors becoming the bowstring which tightens from 
day to day and shortens the line from the palm to 
the elbow. 

The treatment must include fixation of both the 
wrist and the elbow to be used for extension. The 
position of full supination, not semi-pronation as 
the text-books advise, must be used. Plaster of 
Paris gives the best fixation and should be doubly 
reinforced at the point of fracture. After the acute 
swelling has disappeared the arm should be fixed in 
overcorrection as otherwise outward bowing will 
take place within the cast. 

The retentive dressing must not be removed too 
early For the first few days ordinary coaptation 
splints should be used with double padding opposite 
the site of fracture to secure overcorrection. These 
need not extend above the elbow. R. G. Packarp. 


MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 
Sandiford, I.: The Basal Metabolic Rate in Ex- 
ophthalmic Goiter (1,917 Cases), with a Brief 
Description of the Technique Used at the 
Mayo Clinic. Endocrinology, 1920, iv, 71. 
The author defines the basal metabolic rate of an 
organism as ‘“‘the minimal heat production of the 


organism from twelve to eighteen hours after the 
ingestion of food and with that organism at complete 
muscular rest.’’ This rate may be estimated by 
direct or indirect calorimetry, the latter being an 
analysis of the end products of oxidation within 
the organism. 

The author reviews the investigations on the 
subject from the research of Lavoisier to the present 
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time and discusses the various methods used in the 
estimation of the basal metabolic rate. The best 
apparatus of the closed-circuit type is that of Bene- 
dict, but for general clinical work the gasometer 
method described by Tissot in 1904 is considered 
better. 

The procedure used in the metabolism laboratory 
at the Mayo Clinic is described in detail. An aver- 
age of 30 estimations are made each day and the 
chance of technical error has been reduced to less 
than 1 per cent of the tests. 

The determination of the basal metabolic rate is 
of the greatest value in de.ling with disorders of 
the thyroid gland as it is a very accurate mathemati- 
cal index of the degree of functional activity. In 
exophthalmic goiter the metabolic rate may rise to 
more than roo per cent above normal, while in 
myxceedema with apparently complete cessation of 
the thyroid activity it may fall to about 40 per cent 
below normal. In milder cases of either group the 
variations from®the normal are proportionately 
smaller. No definite instance of an increased basal 
metabolic rate has been found in patients suffering 
from neurasthenia or chronic nervous exhaustion. 
The basal metabolic rate has therefore proved to 
be of great value in the differential diagnosis of 
neurosis simul :ting hyperthyroidism and true hyper- 
thyroidism. 

The result of treatment in disorders of the thy- 
roid gland may be estimated accurately by following 
the change in the basal metabolic rate. The general 
effect of the treatment adopted at the Mayo Clinic 
for severe cases of exophthalmic goiter is illustrated 
by the following data: ‘‘In a group of 22 patients 
the average basal metabolic rate before treatment 
was instituted was +66 per cent, with a pulse rate 
of 123. Asa result of rest in bed and two ligations 
the rate in these patients before they went home 
had decreased to +46 per cent and the pulse to 115. 
The further improvement tht occurred from three 
months’ rest at home reduced the average meta- 
bolic rate to + 39 per cent and the pulse rate to 107, 
and finally, after thyroidectomy and just before 
the patients were discharged from the Clinic, the 
rate was +16 per cent and the pulse 89.” 

G. S. Foutps. 


Macadam, W.: On the Histologic Resemblances of 
Oriental Sore to Epithelioma. Brit. J. Surg., 
1920, vii, 487. 


The author, while in the East, examined histo- 
logically a number of excised skin lesions of the type 
of Oriental sore sometimes called Baghdad boil or 
Delhi sore. Most of these showed the character- 
istics of a chronic ulcer, those which were more 
chronic having an epithelial downgrowth at the 
margins. Macadam describes especially the lesions 
in 2 cases which histologically were practically indis- 
tinguishable from squamous-cell carcinoma. 

One of these was a solitary sore excised from the 
forearm of a soldier. After staining, the smears 
from the pink’sh granulation-like material in the 
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cutis vera showed typical Leishmania tropica bod- 
ies. Histologic examination showed marked down- 
ward infiltration by epithelial proliferation and 
many cell nests. There was no evidence of en- 
dothelial proliferation within the blood vessels. 
Considerable round-cell infiltration (mostly lym- 
phocytes) and large endothelial cells, but no giant 
cells were seen. Following the excision, the wound 
healed by first intention. 

The second lesion described was an ulcer excised 
from the lip of a patient having multiple Oriental 
sores. In this ulcer the Leishmania tropica bodies 
were found in smears and the histologic appearance 
was similar to that of the first sore described. The 
lesions healed following treatment with intravenous 
injections of antimony tartrate. 

In both cases there was no evidence of clinical 
malignancy. While true carcinoma may develop in 
a certain number of these ulcers, Leishmaniasis 
appears as a rule to be a self-limiting infection even 
when untreated and no carcinomatous lesions have 
resulted in an’mals after inoculation with Oriental 
sore. 

As the lesions described resemble the squamous- 
cell carcinoma histologically, it is important. ii 
possible, to detect the presence of the Leishmania 
bodies. Various means of obtaining smears are de- 
scribed. In cases of long standing the Leishmanian 
bodies tend to disappear. J. E. McCorvu 


Champay, C., and Coca, F.: The Pathogenesis of 
Cancer and Cultivation of Tissues (Patogenia 
del cancer y cultivo de tejidos). Med. Ibera, 1020, 
X, 73, 93- 

The growth described by the author was a small, 
pedunculated, polypoid tumor in the cavity of the 
cervix somewhat club-shaped but not protruding 
outside of the cervical canal. As a result of biopsy 
done upon the free extremity a diagnosis of endocer- 
vical epithelioma was made and a hysterectomy 
was performed. 

The greater part of the tumor was made up of a 
simple polyp or polypoid adenoma in which there 
was no evidence of cancerous change. Malignant 
degeneration was present only at the tip where the 
tissue was originally excised for microscopic examina- 
tion. The polyp was completely enclosed by epithe- 
lium similar to endocervical mucosa. The tumor mass 
consisted of rather friable and vascular new connec- 
tive tissue, and many glands resembling those of the 
endocervix. The glands were perhaps less deeply 
invaginated than in similar polyps. The superticial 
epithelium was formed of mucous cells with cyto- 
plasmic granulations. At the free margin a border 
of coarse and short cilia was present. the longer cilia 
being nearer the center of the cell. As these cells 
give the mucous reaction in staining they were prob- 
ably at one time ordinary ciliated cells which had 
undergone mucous degeneration. The nuclei were 
crowded close to the base by the mucous material. 
The connective tissue was embryonic in type and 
contained many eosinophile leucocytes. 
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The malignant portion showed the typical histo- 
logic character of a glandular cancer. The exact 
point at which the carcinoma began could not be 
determined but there was a relatively large transi- 
tional zone in which the intermediate changes be- 
tween normal glands and cancerous tissue were found. 

The glands situated in the transitional area were 
more irregular in outline and had a more rapid 
growth than those in the remaining portions of the 
tumor. The cells were more closely packed and 
formed invaginations which often made the lumen 
irregular and partially obstructed it. The epithelial 
cells were simple in type with the mucous cytoplasm 
and nucleus very distinctly stained and often indent- 
ed. These cells multiplied by amitotic division. No 
mitotic figures were observed. 

At certain points a modification which seemed to 
represent a malignant tendency was manifested by 
the stratification of the cells into two or three lay- 
ers. The lamina of the cells next to the lumen usu- 
ally conserved its typical glandular type while the 
underlying cells changed so that there was no indi- 
cation of their original function. The stratification 
began in the base of an invagination into the gland 
lumen as though due to the piling of the cells upon 
each other. With this disordered arrangement the 
deeper cells lost their glandular characteristics and 
reproduced undifferentiated epithelial cells not of 
the glandular type. They thus assumed new histo- 
logical characteristics which allowed them to pro- 
liferate rather than to functionate. 

The cells in the cancerous portion differed greatly 
from the glandular type. In the adenoma the cells 
multiplied by cleavage and there were no mitotic 
figures in the transitional zone. In the malignant 
portion, however, mitotic divisions were quite num- 
erous. It thus appears that multiplication first con- 
tinued in the proper way, the atypical proliferation 
of malignancy following later. Some unknown influ- 
ence was thought to permit proliferation but not to 
provoke it. This theory has been adopted as the 
result of a series of investigations by Champay in 
which it was found that cells so differentiated that 
they did not divide by mitosis exhibited active pro- 
liferation when cultivated in vitro. A large series of 
observations demonstrated that mitotic multiplica- 
tion was impeded in vivo by certain influences which 
are as yet undetermined, but that the tissue elements 
really possessed the ability to multiply indefinitely. 
In neoplasms there is a condition permitting the 
renewal of cell multiplication, the neoproliferation 
being explained upon the basis of a suppression of 
inhibition rather than an excitation. 

In the cancerous glands the inner or superficial 
layer of cells conformed more nearly to the glandular 
type, the underlying cell showing markedly different 
cytological characteristics. These cells were smaller, 
the nuclei were more spherical and clearer, there 
were no notches, and chromatin was arranged in two 
or three masses. The nucleolus was usually quite 
distinct. The cytoplasm was finely granular and 
contained no mucus nor mucogenic substances. The 
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outlines of the glands were irregular and varied 
greatly in size. Cell groups could be isolated in the 
connective tissue or appeared in trabecule. Pluri- 
polar mitoses were seen in these cell groups. The 
connective tissue between cancerous glands was not 
infiltrated by leucocytes except in the areas undoubt- 
edly infected. The infiltration of eosinophiles so 
abundant in the non-cancerous portion was absent 
in the malignant area. The epithelial margin enclos- 
ing the entire polyp exhibited no deviation from the 
normal structure except that in certain areas it was 
broken. 

In view of the infrequency of the kind of cancer 
described it was decided to cultivate it in plasma 
immediately after the operation. Portions of the 
tissue were taken first from the highest point as it 
was believed that the whole tumor was malignant. 
These implants were therefore obtained from the 
non-cancerous portion. Cultures of the cancerous 
portion taken later continued multiplication with 
no change in the type of cell. The cultures from the 
benign portion were of interest because they demon- 
strated so well the mechanism of transformation to 
malignant tissue. 

A series of fragments were implanted and exam- 
ined at intervals varying from one to eight days. 
During the first day the glandular epithelium changed 
its aspect completely. The cells lost their mucous 
character and became cuboidal in type. In general 
this may be termed the loss of specific organic char- 
acter with conservation of epithelial nature. The 
form of the nucleus changed also, becoming more 
spherical and staining more lightly. The connective 
tissue showed a tendency to cicatrize, the epithelial 
cells moving about in amoeboid motion and arrang- 
ing themselves as if to cover the segment of tissue 
again in the least time possible. This phenomenon 
was observed during the first two or three days of 
culture. Later the epithelial cells underwent curious 
modifications resulting in the formation of cilia 
which finally covered the entire free surface of the 
cells in a fine fringe. This formation began at the 
surface of the most superficial cells with the largest 
mass of cytoplasm. The connective tissue did not 
undergo important transformation. Vessels became 
obliterated and disappeared. In the periphery of the 
sectioned fragments were found bits of connective 
tissue extending out from the epithelium. Contin- 
ued epithelial proliferation finally resulted, however, 
in the enclosure of such protrusions. After small 
protrusions were thus covered, stratification began, 
the deeper cells assuming the characteristics of 
malignancy. Proliferation then continued by mito- 
sis. Isolated epithelial elements proliferated in cir- 
cular form, later becoming stratified and resembling 
the cell nests of a cancer. 

In conclusion attention is called to the similarity 
of the epithelial tumor and cultures from the tissue 
from which the tumor was derived. In both there 
was partial loss of differentiation. This parallelism 
does not mean that the cause is identical in the two 
cases but that the mechanism of genesis of atypical 
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cells in both cases is almost identical. The investiga- 
tions, therefore, do not attempt to explain the cause 
of malignant neoplasms but demonstrate how this 
unknown cause acts. W. R. MEEKER. 


Whitman, R. C.: A Study of Four Cases of Begin- 
ning Squamous-Cell Carcinoma of the Corni- 
fying Type. J. Cancer Research, 1920, v, 155 

The carcinoma cell is a new variety of cell arising 
by somatic mutation from a normal cell existing 
either as a cell rest or normally intercalated in the 
tissucs of the host and retaining in almost every case 
enough of the properties of the parent cell to render 
its point of origin recognizable within certain limits. 

The cause of such mutative changes can be only 
surmised but apparently they are favored by hy- 
bridization and mongrelization and are more imme- 
diately brought about by chronic irritations which 
maintain long-continued efforts at repair, particu- 
larly when, as in the case of X-ray and radium, such 
irritants exercise a specific power to interfere with 
the mitotic process. 

Such mutations are apt to recur from time to 
time in the growing tumor, bringing about a pro- 
gressive loss of the original character of the mother 
cell and a change in the clinical behavior of the tumor. 

In many cases, therefore, the biological properties 
of a carcinoma are not constant or uniform, but vary 
from time to time and from region to region of the 
tumor. 

Since the histogenesis of a carcinoma is a gradual 
process, its real beginning must actually antedate 
visible changes in the cell by perhaps a long period. 


The particular characteristic of squamous-cell 
carcinomata depend not upon the tissue of origin, 
but upon the character of the responsible mutative 


change. SAMUEL Kaun. 


BLOOD 


Graham, G. S.: The Hemic Basophile. J. Exper. 
M., 1920, Xxxi, 209. 


The basophilic granule exhibits certain physical 
and chemical reactions that appear to be different 
from those of the neutrophilic and eosinophilic 
types. It seems chemically more stable and 
biologically more inert. A study of the cell forms 
of the leukemic blood of man suggested that the 
metachromatic basic staining granular substance 
was the result of changes in the granules of the 
essential or true leucocytes or myelocytes. The 
progress of the changes leading to its appearance 
could be followed in the cells showing heterochrom- 
atic granulation. In such cells as the ruptured 
eosinophilic myelocyte the benzidine-active sub- 

_ Stance appeared to be changed gradually into a 
substance no longer endowed with the property of 
reacting to a benzidine solution. This change was 
taken to imply a fundamental alteration in the 
nature of the granular material. The concomitant 
acquisition of a basic staining property of peculiar 
type served as further evidence of the chemical 
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alteration. In the cells as a whole there were 
found all stages of the conversion of an eosinophilic 
cell filled with active granules into cells the granules 
of which appeared entirely inert toward benzidine. 

The inactive granules were water-soluble but 
resistant to physical and chemical agents which 
were destructive to the benzidine-active granular 
substance. Associated with the granular changes 
there appeared to be a progressive degenerative 
change in the nucleus. The nucleus shrank, became 
more compact and more heavily stained, and took 
on a crumpled or shriveled appearance. The end- 
product was a small cell with a gnarled nuclear 
mass and a thin cytoplasmic envelope crowded with 
the basic staining remains of its original granules. 
In some other instances degenerative change went 
forward less rapidly or, in other words, the cell 
was able to maintain a metabolism more nearly 
equal to the normal so that despite the progress of 
the granular changes it secured as a whole a better 
approximation to the normal evolutionary course. 
Under these conditions the nuclear appearance 
simulated that of the true leucocyte more or less 
closely, while a considerable amount of cytoplasmic 
substance remained in which the granules tended to 
be relatively fewer than in the first case and more 
lightly stained. This was the type usually found in 
normal blood, while the smaller type was more 
typical of leucemic blood. 

The contention that the basic staining granules 
occurring in the cells of the mixed-granule type are 
early undifferentiated forms of one or another 
granular variety did not seem to apply to the prep- 
arations described. It is well known that the various 
peroxidase methods are able to demonstrate a 
positive granular reaction in cells of the myeloblast 
stage when the usual stains fail to show any evi- 
dence of granule formation. All the evidence at 
hand indicated that benzidine was quite sufficiently 
sensitive to accomplish this result. It seemed 
hardly possible to the author, therefore, that 
definitely formed granules of essential type could 
fail to give a benzidine reaction. 

From this study the conclusions drawn are as 
follows: ‘ 

The basophilic granule of blood and marrow cells 
did not show the brown color reaction with benzidine 
solutions that is characteristic of the neutrophilic 
and eosinophilic granules. It differed from these 
types also in other important microchemical and 
physical particulars. 

The hemic basophile which bore these granules 
was peculiar from a purely cytological standpoint, 
while physiologically it appeared to be devoid of any 
functional activity comparable with that of the 
other granulocytes. 

In every instance, at least in mammalian blood, 
the peculiarities exhibited seemed best explained as 
evidence that the basophile is a degenerated or de- 
generating cell derived probably from the eosinophil- 
ic cells and perhaps, in rare cases, from those o! 
neutrophilic type. G. E. Beisy. 
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Krehbiel, O.: On the Calcium Content of the 
Blood with Special Reference to Cancer. J. 
Cancer Research, 1920, v, 199. 


The calcium content of the blood plasma was 
determined by the author in 34 cases of malignant 
disease, in 6 cases of benign tumors, in 11 cases of 
thrombo-angiitis obliterans, and in 26 miscellaneous 
cases. The method employed was that of Halver- 
sin and Bergeim. 

In normal persons the calcium content varied 
from 9 to 11 mgm. per 100 ccm. 

In cancer, the average values were within the 
figures generally accepted as normal, i. e., 9.41 mgm. 
per 100 ccm. No characteristic concentration was 
associated with any given type or location of 
neoplasm. 

In benign tumors the values were similar to those 
obtained in cancer. 

The average calcium figure for thrombo-angiitis 
was within normal limits, while the variations in 
individual cases indicated that calcium metabolism 
is not affected by this disease. 

In severe nephritis, eclampsia, and tetany, low 
calcium values were obtained. SAMUEL Kaun. 


BLOOD AND LYMPH VESSELS 


Behan, R. J.: Physiological Methods in the Treat- 
ment of Varicose Ulcers. Am. J. Surg., 1920, 
XXxiv, 106. 


Varicose ulcers are the result of circulatory 
stagnation due to some obstruction in the internal 


saphenous or femoral vein. The normal valvular 
action is overcome with resulting engorgement and 
passive congestion of the leg. 

To correct this condition the circulation to and 
from the ulcerated area must be corrected. The 
author advises making numerous straight incisions 
about the area and severing the vessels communicat- 
oe the ulcer by means of a fine narrow 
cnite, 

In the slowly healing ulcer repair may be stimulat- 
ed by the use of skin grafts from various parts of 
the body. The proliferating epithelial margin of an 
indolent ulcer is active in its growth, needs little 
nutrition, is accustomed to the location in which it 
is situated, is immune to the pus secretions of the 
area, possesses great resistance, and is not sensitive. 

The author’s method of treating varicose ulcers 
is described as follows: 

1. The ulcerated area is made as aseptic as possi- 
ble and the granulation tissue is removed below the 
level of the margin. 

_ 2. The skin margins are undermined, the bleed- 
ing being controlled by pressure. 

3. Squares measuring % in. are cut from the 
margins at distances of 1% in. These are placed over 
the ulcerated area not more than % in. apart, 
pressed firmly to the surface, and covered with a 
protective elevated dressing. 

4. The area is kept moist with salt solution or 
Ross’ solution, and is protected from pressure and 
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traction. Exposure to sunlight under glass, isinglass, 
or cello-silk dressing is of great benefit. The growth 
of the body cells is stimulated by a secretion from 
the dead or dying body cells called by Ross ‘“‘cada- 
verin”’. Theobromine also acts as a stimulant to cell 
growth. Ross uses a paste and a solution the 
formule of which are as fol ows: 

Solution: Sodium chloride, 0.5 gm.; sodium citrate 
1 gm.; theobromine, 1 gm.; water, 100 ccm. 

Paste: Sodium chloride, 0.9 gm.; sodium citrate, 
I gm; tyrosine or theobromine, 1 gm.; sodium 
bicarbonate, 1 gm.; and water roo ccm. 

M. H. Hosarr. 


GENERAL BACTERIAL INFECTIONS 


Huggins, R. R.: Postoperative Tetanus. 
Gynec. & Obst., 1920, xxx, 142. 


Surg., 


Huggins states that in a considerable number of 
cases of postoperative tetanus reported the condition 
occurred after a pelvic operation and that this 
fact makes the subject worthy of attention on the 
part of the gynecologist. 

A study of the histories of these cases and of the 
various theories regarding the etiology of the com- 
plication has led the author to the following con- 
clusions: 

Tetanus is a complication which may follow any 
operative procedure but is more apt to follow abdom- 
inal and recta] operations. 

More thought should be given to the possibility 
of its occurr. nceand because of this possibility green 
vegetables should be excluded from the diet for 
several days before an abdominal operation. 

At times water may be responsible and therefore 
should be carefully examined. Catgut may be an- 
other factor in the etiology. : 

Huggins reports a case which he believes was 
tetanus although the clinical diagnosis made from 
typical symptoms was not proven bacteriologically. 
The patient was operated upon for a uterine fibroid. 
A hysterectomy was done and the cervix amputated. 
Eight days after the operation she first noted stiff- 
ness of the masseters and a few days later stiffness of 
the muscles of deglutition. Death followed the 
typical symptoms of tetanus. 

There was no evidence of any local infection; the 
wound healed by primary intention. Cultures of 
the secretions from the vagina, the wound, and the 
catgut used revealed nothing significant. 

A case such as this suggests also the possibility of 
felse tetanus as the patient gave a history of two pre- 
vious mild attacks. H. A. McKnicut. 


SURGICAL DIAGNOSIS, PATHOLOGY, AND 
THERAPEUTICS 


Nammack,- C. H.: The Significance of Yellow 
Spinal Fluid. Am. J. M. Sc., 1920, clix, 540. 


Froin, in 1903, descrited a syndrome in which the 
spinal fluid is of a yellow color, contains a marked in- 
creage in cells and albumin, and coagulates at once 
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or upon standing. It is agreed by all who have stud- 
ied this condition that the coloration is due to the 
presence of blood pigments, chiefly bilirubin, and 
the increased coagulability to an increase in fibrin. 

The author presents a series of 96 cases of yellow 
spinal fluid found in the examination of 5,801 fluids, 
nearly all from acute or subacute types of disease. 
Yellow fluids obtained after the administration of 
serum from patients recovering from epidemic 
meningitis were not included in the series. 

Sixty cases in which there were sufficient data to 
warrant a diagnosis are tabulated and appended. 
There were 40 cases of tuberculous meningitis, 13 
of poliomyelitis, 3 of cerebral hemorrhage, and 1 
each of meningeal hemorrhage, cord tumor, pachy- 
meningitis, and cerebrospinal meningitis. Tuber- 
culous meningitis was present in 6624 per cent of the 
cases. 

The author’s conclusions are as follows: (1) yel- 
low spinal fluid occurs in a wide range of diseases of 
the spinal cord and meninges; (2) the complete 
syndrome of Froin is comparatively rare; (3) in 
acute or subacute conditions the presence of yellow 
fluid strongly suggests tuberculous meningitis or 
poliomyelitis. W. H. Napier. 


EXPERIMENTAL SURGERY AND SURGICAL 
ANATOMY 


Ascoli, M., and Fagiuoli, A.: The Pituitrin Test. 
Endocrinology, 1920, iv, 33. 

The authors have previously described the sub- 
epidermal test with adrenalin. In that test, 0.05 
ccm. of a 1: 1,000 solution of adrenalin causes a 
swelling which almost immediately becomes dark 
blue. Jhis swelling later is surrounded by an 
alabaster-like halo with irregular branches outward. 
Around the latter appears a red halo which varies 
in its intensity and width. 

The complete reaction to adrenalin injected sub- 
epidermally consists then of a central blue spot with 
a white and red halo surrounding it. The reaction is 
fully developed in half an hour and within an hour 
gradually disappears. The central blue spot ulti- 
mately becomes a reddish papule and undergoes the 
usual stages of pigmentation. 

When weaker solutions of adrenalin are used 
(1:200,000 — 1:1,000,000) the reaction is still definite. 
but the central blue spot is absent and the external 
red halo is not intense. A distilled water control is 
indispensable, especially when the weaker solutions 
are employed. 

In normal persons the test is positive when dilu- 
tions of 1:200,000 to 1:1,000.000 are used. The test is 
subnormal—negative with these weak solutions— 
in some cases of chronic adrenal insufficiency and 
Addison’s disease. It is increased—positive with 
dilutions up to 1:20,000,ooo—in some cases of dis- 
turbed menopause, hypertension, Basedow’s dis- 
ease, and pregnancy. 

Using commercial solutions of pituitrin in sub- 
epidermal injections the authors obtained reactions 
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identical with those seen when adrenalin in dilutions 
of 1:200,000 was injected subepidermally. When the 
commercial solutions of pituitrin were diluted 1:500 
the reaction was still positive, but the characteristic 
white halo appeared late. 

The subepidermal pituitrin reaction is increased— 
positive with dilutions of 1:1,000 or more—in some 
cases of hypertension, pituitary disease, and Base- 
dow’s disease. It is subnormal—negative with the 
stronger dilutions—in some cases of chronic adrenal 
insufficiency. In most cases the pathologic reactions 
to adrenalin and pituitrin are clearly shown dis- 
sociated and even opposed. 

The technique employed is as follows: 

A small area of the skin of the abdominal wall is 
made tense. In this spot the hypodermic needle is 
introduced subepidermally so that it is clearly seen 
underneath the skin. The injection must not be 
intradermal. One twentieth of 1 ccm. of the solution 
employed is then injected. In every experiment an 
injection of distilled water should be given as a 
control in order to determine the general reactivity 
of the skin. SAMUEL Kaun. 


Brown, W. H., and Pearce, L.: Experimental 
Syphilisin the Rabbit. I. Primary Infection in 
the Testicle. J.Exper. M., 1920, xxxi, 475. 


The successful transmission of the virus of human 
syphilis to rabbits in 1906 gave promise of an 
unusual opportunity to investigate problems relat- 
ing to syphilitic infection by experimental means 
During the years following, numerous methods of 
inoculation were dévised and perfected and the 
resulting infections were studied in great detail. 
The hope of obtaining an experimental infection 
analogous to the human disease by local inoculation, 
however, was not fully realized. Isolated instances 
of generalized infection with the occurrence of 
lesions of various types have been reported from 
time to time, and while some investigators have 
obtained such evidence of generalization in as many 
as 50 per cent of the infected animals, these occur- 
rences have been comparatively rare in the experi- 
ence of most observers. 

In this article the authors report a study of the 
infections produced in rabbits inoculated in the 
testicles with two strains of spirocheta pallida which 
had been carried in rabbits for several years. Iniec- 
tion resulted in all instances. The incubation period 
varied as a rule from two to’six weeks and under 
properly chosen conditions could be reduced to 
approximately three weeks or less. ' 

The infection pursued a typically cyclic or relap- 
sing course and affected both the spirochetes ind 
the associated lesions in the testicle. The spiro- 
chetes in the local lesions exhibited periodic changes 
less marked and less regular but identical in char- 
acter with the changes occurring in the blood in 
cases of relapsing fever. The lesions in the testicle 
also showed periods of active development and 
quiescence or regression which followed closely 
upon the changes exhibited by the spirochetes 
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The specific reaction in the testicle showed con- 
siderable variation in the speed and sharpness with 
which successive phenomena occurred as well as in 
the character and extent of the processes themselves. 
These reactions were of two fundamental types. In 
one group of animals the reaction was characterized 
by an intense cycle of acute exudation and infiltra- 
tion, with a lesser degree of proliferation, followed 
by crisis and subsequent recurrence of secondary 
cycles of proliferative reaction of a minor degree. 

In the other group of animals the reaction was more 
chronic in character and consisted largely of infiltra- 
tion and proliferation. The progress of the reaction 
was more gradual, and sharp alterations in its 
course were absent. The infection progressed with 
slight and irregular remissions. 

In the third group of animals the reaction was sub- 
acute, combining at the same time the processes of 
exudation, infiltration, and proliferation. The first 
cycle of reaction was fairly acute and terminated 
in a definite crisis with moderate regression followed 
in turn by recurrence and more or less pronounced 
secondary cycles of proliferation. 

In all cases of definite infection there was diffuse 
involvement of the testicle, tunic, epididymis, and 
cord, but as the infection progressed the lesions 
underwent many transformations so that a variety 
of lesions were formed from processes which in the 
beginning were of a common type. Eventually the 
reaction become more irregular and the infection 
became centered in one or more foci which were 
commonly situated in the epididymis, tunic, scro- 
tum, or mediastinum testis. These centers served as 
residual foci of infection. 

The duration of the testicular process was found to 
b+ exceedingly variable. In some animals the entire 
reaction consisted of but a single sharp cycle and the 
local infection was terminated by crisis within four 
or six weeks after inoculation. As a rule the period 
of active infection persisted from two to four 
months, and quiescent or inactive lesions not in- 
frequently continued for from four to six months. 
In exceptional instances local infection persisted for 
more than a year. G. E. Bempy. 


Bullock, F. D. and Rohdenburg, G. L.: Fluctua- 
tions in Concomitant Immunity. J. Cancer 
Research, 1920, v, 129. 


The variations in the percentage of induced 
immunity obtained by the methods commonly used 
in immunizing animals against transplanted tumors 
are well known. 

The experiments reported by the authors were 
planned to determine fluctuations in con onitant 
immunity and to discover the factors responsible 
ior them. 

Three tumor strains were used, the Buffalo rat 
sarcoma, the Flexner-Jobling rat sarcoma, and the 
English mouse carcinoma 63. A standard technique 
was used in order to eliminate variations due to 
differences in procedure. The animals were inocu- 
lated with 0.003 gm. of the given tumor strain. 
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Eighteen days after the primary inoculation a rein- 
oculation was done in the tissues of the opposite side 
of the body with a similar dose of the tumor strain. 
The tumor used for the second inoculation was 
selected from the tumors resulting from the first 
inoculation. The final figures were based on the 
condition present on the twenty-fourth day of the 
second graft. 

Concomitant immunity, as observed through six 
generations of the Buffalo rat sarcoma ranges be- 
tween 100 and 65 per cent, a variation of 35 per 
cent. The variations observed through seven gener- 
ations of the Flexner tumor are similar to those noted 
in the Buffalo tumor, 38 per cent. To obviate the 
factor of familial or racial tendencies a pure strain 
of mice was used for the mouse carcinoma 63, both 
tumor strain and animal being of English stock. 
Through eight generations of this tumor more 
frequent and more marked variations than in the 
two preceding tumors were noted. The concomitant 
immunity ranged between 21 and 60 per cent, a 
variation of 39 per cent. With all the strains no 
relationship could be established between the 
variation in induced, concomitant, and natural 
immunity. 

The fluctuations in concomitant immunity are not 
due to differences in the host strain and cannot be 
connected with similar fluctuations in either induced 
or natural immunity. The vacillations must be 
the result of differences in the tumor itself. If they 
are caused by fluctuations in the growth energy of 
the tumor, then growth energy must be measured 
not by the infectivity of the tumor, as indicated by 
the number of takes, but by the rapidity of growth 
of a single given tumor. 

Concomitant immunity in the author’s experi- 
ments occurred most often when the individual 
tumor grew slowly but steadily and least often when 
the tumor grew rapidly. Whatever the cause of 
the variations noted, their presence is proof of the 
inconstancy of tumors as immunizing agents. 

SAMUEL KAHN. 


Hoskins, E. R., and Hoskins, M. M.: The Inter- 
Relation of the Thyroid and Hypophysis in the 
Growth and Development of Frog Larve. 
Endocrinology, 1920, iv, 1. 


A preparation of the anterior lobe of beef hypo- 
physis when administered to normal frog larve 


results in a precocious metamorphosis. If the 
original larve are small, they never become as 
large as the controls and the resulting frogs are 
small and of low vitality. When exposed to the 
air, they die and dry almost flat, probably because 
of their high water content. When the original 
larve are large, the pituitary substance has a less 
marked toxic effect. 

When the preparation employed was administered 
to thyroidless larve which would remain in larval 
form indefinitely, metamorphosis began in twenty- 
four hours, but progressed slowly It was nearly 
complete when the animals died or were killed. 
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In amphibian metamorphosis the hypophysis 
is to be ranked with the thyroid. Physiologically 
they are closely related and to some extent may 
function vicariously. The results obtained in the 
experiments reported were due probably to stimula- 
tion of the general metabolic processes. The effect 
is partly progressive (in the skeletal and cutaneous 
development, due to stimulation of the calcium and 
phosphorus metabolism) and partly retrogressive 
(in the development of the digestive tract and tail). 

The act‘on of the anterior pituitary substance is 
probab'y due not entirely to its iodine content as 
other tissues containing traces of iodine do not 
produce the same results. 

Recent investigations with amphibian larve have 
demonstrated the following facts: 

1. Removal of the thyroid hastens growth, 
causes hyperplasia of the hypophysis, and prevents 
metamorphosis. 

2. Removal of the hypophysis retards growth, 
retards development o the thyroid, prevents 
metamorphosis, and retards the development of 
cutaneous pigment. 

3. Feeding thyroid, hypophysis, or iodine to 
normal larve hastens metamorphosis. 

4. Feeding thyroid, hypophysis, or iodine to 
thyroidectomized larve brings about metamorphosis. 

5. Feeding hypophysis to hypophysectomized 
larvae stimulates growth but does not cause meta- 
morphosis. 

6. Feeding iodine to larve from which both the 
thyroid and hypophysis have been removed causes 
metamorphosis. SAMUEL Kaz Nn. 


Teale, F. H., and Bach, E.: The Nature of the 
Serum Antitrypsin and Its Relation to Autol- 
ysis, ané the Formation of Toxins in Infection 
and in Anaphylaxis. Proc. Roy. Soc. Med.. Lond., 
1920, xiii, Sect. Path., 5. . 

The authors discuss their subject under the fol- 
lowing heads and subheads: 

The nature and properties of antitrypsin: the 
antitrypsin of egg white, relation to lipoids, the isola- 
tion and properties of antitrypsin. 

Serum antitrypsin: the action of lipoid solvents 
on dried serum and ordinary serum; the results of 
endeavors to isolate serum antitrypsin; soaps as 
antitrypsin agents; inhibition of antitrypsin by 
acids and alkalis, temperature, incubation; absorp- 
tion of antitrypsin; mode of action of antitrypsin, 
and antitrypsin in albumin fraction of serum. 

Autolysis of the serum: results of incubation 
without destruction of the antitrypsin and after 
destruction of the antitrypsin; sensitiveness of the 
ferment to de-antitrypsinizing agents, reaction, 
temperature, and absorption of the ferment. 

Autolysis of solid tissues: (1) liver: importance 
of complete bacteriological sterility, effect of reac- 
tion, bacteria, phosphorus, and bacterial toxemia; 
(2) leucocytes and marrow. 

Relation of antitrypsin to tissue autolysis: the 
existence of a tissue antitrypsin; the influence of 
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serum antitrypsin in tissue autolysis in the liver, 
bone marrow, etc. 

The relation of these experiments to bacterial 
toxemia, anaphylaxis, and anaphylotoxin. 

The article is based on a long series of experiments. 
The conclusions drawn in regard to the nature of 
serum antitrypsin are: (1) it is protein in nature 
and not lipoidal; (2) it is not absorbed by bacteria 
or colloids; (3) the serum contains a weak proteolytic 
ferment; (4) it is destroyed by a temperature of 56 
degrees C. and by weak acids and alkalies to N/400 
and (5) it does not influence tissue autolysis. 

It was found that under conditions of absolute 
bacteriological sterility tissue autolysis is quite slow. 

With regard to the occurrence of autolytic de- 
gradation in infection and anaphylaxis the authors 
do not agree with Jobling. G. FE. BErey. 


Teale, F. H., and Bach, E.: The Relation of the 
Antitryptic Titre of the Blood to Bacterial 
Infection and Anaphylaxis. Proc. Roy. Su. 
Med., Lond., 19209, xiii, Sect. Path., 43. 


The authors record their observations on the 
variations in the antitryptic titre of the blood of 
animals during various stages and degrees of bac- 
terial infection and anaphylactic shock. In ad- 
dition they include observations on the alteration 
in the antitryptic titre of the serum when anaphylo- 
toxin is produced in vitro. So far they have been un- 
able to find any records of previous systematic 
study of these variations, the observations reported 
being chiefly scattered clinical observations. 

In the authors’ investigation the changes in the 


antitryptic power of the blood were determined in: 
1. Normal animals infected with or inoculated 
with (1) non-pathogenic bacteria; (2) heterogeneous 


non-toxic protein; (3) pathogenic and virulent 
bacteria; (4) exotoxins; and (5) sensitized bacteria. 

2. Immunized animals into which the homologous 
bacteria were re-injected. 

3. Sensitized or immunized animals into which 
the homologous antigen was re-injected. 

Determinations were made of: (1) the variations 
due to food; phosphorous poisoning, agents de- 
stroying antitrypsin im vitro, drugs affecting the 
temperature, drugs damaging blood-forming tissue, 
and (2) the variation in the preparation of anaphylo- 
toxin in vitro and the influence of antitrypsin on the 
growth of bacteria. 

There appeared to be no relationship between the 
antitryptic curve and the intensity of the infection, 
the pathogenicity, or the virulence of the infecting 
organism. Neither was there any relation bet ween the 
curve and the toxicity of a bacterium to the infected 
animal. 

The experiments disproved Jobling’s theory that 
the toxemia resulting from bacterial infection 1s 
due to the formation of toxic processes subsequent 
to the removal of the antitrypsin inhibition on the 
plasma autolytic ferments. 

Wright’s hypothesis that the viability and con- 
sequent infectivity of certain organisms is due to the 
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removal of the antitrypsin inhibition and the con- 
sequent formation of protein degradation bodies for 
their growth was also disproved. The degradation 
bodies were formed apparently by autolysis of the 
tissues due to the increase of the H-ion concentration 
at the site of the infection. G. E. Betmy. 


ROENTGENOLOGY AND RADIUM THERAPY 


Bauermeister, W.: X-Ray Phenomena from the 
Appendix Region (Roentgenologisches aus der 
Blinddarmgegend). Arch. f. Verdauungskr., 1920, 
XXVi, 121. 


The ascending colon becomes filled in from six to 
eight hours after the ingestion of a contrast meal 
(citobarium). In disease, shadow spots remain in 
the cecum because, as a result of motor insufficiency, 
the catarrhal bowel wall does not empty itself com- 
pletely. The appendix is certain to be filled in all 
cases in which the ascending colon is filled with 
gas and in cases of fecal obstruction, such as that 
due to carcinoma of the ascending colon. 

Delayed motility of the barium meal is important. 
If rests remain for hours or days and the cause is 
not found in the large bowel, it must be assumed 
that there is some obstruction or retardation in the 
appendix itself due to inflammatory changes in its 
wall. The simultaneous filling of the appendix with 
contrast material permits the differentiation of 
ureteral stones or other concretions. The value of 
this X-ray diagnosis is illustrated with several case 
histories. FRANGENHEIM (Z). 


Jordan, A. C.: Radiology in Chronic Intestinal 
Stasis. Lancet, 1920, cxcviii, 756. 


The author opens his discussion by pointing out 
that the use of radiology as an aid to the diagnosis 
of disorders of the stomach and intestine brings up 
questions as to the definition of the normal. On 
assuming the erect position, the human body evolved 
structures which are intended to adapt it to the new 
position. The X-ray study of intestinal stasis has 
taught us the sites, advantages, and disadvantages 
of these new structures and their effects on other 
organs. 

Normally the muscles of the anterior abdominal 
wall keep the viscera in place. Severe stasis is the 
result of an adverse cycle which begins in infancy. 
Artificial feeding leads to overfilling of the stomach 
and this, by weighing down the transverse colon, 
causes its contents to solidify and stagnate. The 
tension exerted on the mesentery interferes with 
peristalsis, straining occurs in efforts to void the 
solid faces, and elongation of the pelvic colon results. 

The viscera fall if the abdominal muscles fail to 
support them. Such failure may be due to excessive 
fatigue or weakening of the muscles by bacterial 
toxins resulting from stasis. The strain falls on the 
mesentery, which either slips from its attachment or 
becomes thickened where the strain is greatest. In 
the former case, a visceroptosis results, the heavier 
viscera dropping sometimes as low as the true pelvis. 
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In the second case nature forms new bands in an 
attempt to support the viscera. These bands, which 
may be demonstrated radiologically, are found in 
various locations such as the hepatic and splenic 
flexures of the colon and about the appendix and 
cecum. A kink may form at some site along the 
last 6 in of the small intestine, and another 
band may descend from the liver to the large bowel 
at or near the hepatic flexure or to a viscus at a lower 
level. The obstruction in the bowel is the result not 
only of mechanical factors but als» of aspasm set up 
for a considerable distance by the irritant action of 
the band. 

In slight cases of unresisted ptosis the cacum is 
mobile, but in severe cases it becomes impacted in 
the deepest part of the pelvis. The backward rota- 
tion of the caecum in the pelvis causes a torsion of the 
terminal coil of ileum and this in turn results in ileal 
stasis. Spasm at the ileocecal entrance may lead 
to general thickening and hypertrophy of the last 
6 in of the smaii intestine which in many cases is 
associated with some degree of dilatation. 

Stasis in the large intestine causes catarrh of the 
mucous membrane. As a result of spasm, the latter 
portions of the large bowel become reduced in 
caliber, the cacum and ascending colon become 
dilated, and stagnation results. Colitis may lead 
to the development of a new growth or diverticulitis. 
Diverticulitis occurs usually in the iliac colon, but 
may be found on the proximal side of any obstruc- 
tion or abnormally tortuous portion of the large 
intestine. 

During development in some cases the cecum 
becomes attached abnormally high. Under such 
circumstances it may not descend and the terminal 
coil of ileum is caught in the bands which bind it to 
the posterior abdominal wall. 

Ileal stasis results in an overloading of the lower 
coils of the ileum and a consequent dropping of the 
coils into the pelvis. The traction on the mesentery 
of the small intestine causes it to fall gradually 
also from its line of attachment along the posterior 
abdominal wall. Eventually all parts of the small 
bowel are involved and the condition produces 
a kink at the duodenojejunal juncture which leads 
to distention of the duodenum and pyloric spasm. 

The cardiac orifice of the stomach is the highest 
point of the alimentary tract affected by ileal stasis. 
As a result of pyloric spasm and its associated en- 
largement of the stomach there is abnormal traction 
on the cardiac orifice which sometimes leads to 
persistent spasm at this site and consequent obstruc- 
tion and dilatation of the oesophagus. 

In intestinal ptosis microbic invasion causes not 
only a general toxemia, but also a local infection of 
the duodenum and sometimes an infection of the 
stomach. The invasion of the distended duodenum 
by pathogenic micro organisms is followed by con- 
gestion of the mucous membrane and later by 
ulceration. By extension into the common bile-duct 
the organisms may cause also a cholecystitis and 
pancreatitis. In the stomach the microbic invasion 
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determines the onset of gastric ulcer. The author 
believes that cancer of the stomach is always pre- 
ceded by some digestive disorder. Toxic absorption 
affects every tissue unfavorably. Atheroma of the 
aorta may result. In other cases the breasts may 
become subject to chronic mastitis and later to 
cystic disease which may end in cancer. The 
thyroid gland may become atrophied, cystic, 
adenomatous, and finally cancerous. Exophthalmic 
goiter develops in some cases of stasis. Other re- 
sults of the condition are chronic pancreatitis which 
may lead to cancer and glycosuria or true diabetes 
mellitus. The joints become vulnerable to the tuber- 
cle bacillus and the micro-organisms which produce 
rheumatoid arthritis and Still’s disease. 

Surgical interference is indicated when a me- 
chanical obstruction is disclosed and in cases showing 
the end-results of stasis such as cicatricial ulcer of the 
stomach or duodenum or impacted gall-stones. 
Medical treatment should consist in the administra- 
tion of liquid paraffin and other aperients and in 
hygienic measures such as diet. Mechanical 
treatment should include massage and abdominal 
supports. Bacteriological treatment consists cf the 
use of vaccines. In advanced cases in which all 
other means have failed or are doomed to failure 
removal of the large intestine may be necessary. 

J. FE. McCorvie. 


Young, W. J.: The Treatment of Pruritis Ani by 
X-Ray Radiation. Am. J. Roentgenol., 1920, n. s. 
vii, 116. 


In regard to the etiology of pruritis ani the 


_ dermatologist speaks of a neurosis while the proc- 
tologist insists that the trouble is symptomatic of 
pathology higher up in the rectal canal, namely, 
hemorrhoids, fissures, proctitis, ulceration, polypi, 
stricture, cancer, foreign bodies, prolapse, cryptitis, 


and thread worms. In the treatment the best re- 
sults are obtained when the proctologist and 
roentgenologist work together. 

The amount of radiation and the number of 
treatments necessary vary considerably and must 
be left to the judgment of the roentgenologist. The 
recurrence of the pruritus depends upon the amount 
of recta’ pathology present. When treatment by 
the proctologist is necessary for one year the author 
gives the patient six to eight treatments at weekly 
intervals and then a rest for three months. Irrespec- 
tive of the absence of pruritus, he then repeats the 
treatment, limiting the number of doses if there has 
been no itching during the interval. The pruritus 
ani may persist as long as the rectal condition re- 
quires treatment by the proctologist. I. W. Bacu. 


MILITARY SURGERY 
Shaw, C. G.: The Application of Military Surgery 
to Civil Practice. Med. J. Australia, 1920, i, 49. 
The author summarizes the experience gained in 
the recent war as regards wounds of the extremities 
and chest as follows: 
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FLESH WOUNDS 


All injured and contaminated tissue should be 
excised, care being taken to leave the important 
blood vessels and nerves intact. 

The wound should be sterilized by the Carrel 
Dakin method, with flavine, Wright’s salt pack, or 
treatment with spirit and bismuth-iodoform-para ffin 
paste. 

The Carrel-Dakin method is unnecessarily labori 
ous and requires a skilled staff. The use of bis- 
muth-iodoform-paraffin paste is preferable as it is 
more simple than, and as effective as, other methods 
and requires no further attention until the wougiis's 
sutured several days later. 

The best results are obtained if the wound is left 
open and sterilized. It may be closed from three to 
six days later if excision was done within eight 
hours after the injury. The advisability of primary 
suture depends upon the following factors: 

1. The length of time since the receipt of the 
injury. After eight hours the infection has spread to 
such an extent that primary suture is contra-in- 
dicated. 

2. The nature of the injury. Contusion with 
devitalization of the tissues predisposes to the 
development of sepsis. 

3. The situation of the wound. Tissues with a 
good blood supply are less apt to become septic than 
those with a relatively poor blood supply. Wounds 
about tendons are very apt to become septic and 
should never be closed primarily. 

4. The obvious cleanliness of the wound. When 
dirt is ground into the wound it is infected. 

5. Loss of blood. An exsanguinated patient is 
more easily infected than a patient who has had little 
hemorrhage. 

The war has greatly increased our knowledge o/ 
wound bacteriology. Tetanus has been practicall) 
wiped out even in war surgery and can be controlled 
by early prophylactic treatment with antitetanus 
serum followed by subsequent weekly doses. 

If the war had continued gas gangrene would hav« 
been eradicated by the use of polyvalent vaccine. 
The best treatment consists of excision of the part 
affected. In very serious cases this means amputa- 
tion. 

The tetanus bacillus and the gas-producing 
organism may not produce infection until after 
surgical interference or injury to the wound. Such 
infections are prevented by strict asepsis, thorough 
washing of the wound, and the use of anti-strepto 
coccus serum. 

In healed septic wounds which are later operated 
upon a septic flare-up often occurs after severa! 
months. If such wounds are treated by a course 0! 
ionization with salicyl tcs for from three to seven 
days, operation may be performed in two weeks with 
less danger of provoking a recrudescence of the sep- 
sis. To prevent the recurrence of sepsis in parts 
remote from the wound, daily massage should be 
instituted early, the joints and muscles at a distanc 
being exercised before they have an opportunity 0 
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become stiff. In such cases also no more splinting or 
apparatus should be used than is absolutely neces- 
sary for the immobilization of the fracture. 


WOUNDS OF THE JOINTS 


It has been found that the synovial membranes 
of joints are not as susceptible to infection as the 
surrounding structures. The treatment of joint 
wounds therefore should consist of: (1) thorough 
excision of all damaged tissues down to the bone; 
(2) cleansing of the joint, and (3) suture of the 
synovial membrane without drainage 

et and puncture wounds without injury to 
th ne should be left alone unless symptoms of 
infection develop, when treatment should be begun 
immediately. Hamarthrosis should be aspirated. 

Lacerated wounds of the joints without injury to 
the bone should be operated upon without delay. 
All injured and devitalized tissue, including the torn 
edges of the synovial membrane, should be re- 
moved, the wound thoroughly cleaned with a weak 
antiseptic solution such as flavine or simple salt 
solution, and the synovial membrane sutured with- 
out drainage. It is best to close the entrance wound 
secondarily after from three to six days following 
treatment with alcohol and _bismuth-iodoform- 
paraffin paste. Movement of the joint should be 
begun as soon as the reaction has subsided, which is 
usually in about a week or ten days. 

The treatment of wounds of the joints associated 
with injury to the bone depends upon the joint in- 
volved and whether stability is preferred to motion. 
When ankylosed the limb should be straight. If 
good motion cannot be obtained in the shoulder it 
should be ankylosed with the arm abducted and 
brought slightly forward. A flail shoulder joint is 
useless as it tends to become adducted. If the shoul- 
der is ankylosed sufficient motion for use can be 
obtained from the scapula. In the elbow and wrist 
motion is more important than stability as even a 
deformed arm, if movable, may be very useful. 

Injuries to bone vary from slight cracks to ex- 
tensive destruction. The injury should be fully 
exposed and all dirt, foreign substances, and de- 
vitalized bone removed. 

When the injuries of the articular cartilage are 
slight a certain range of motion can be obtained. 
When the articular ends have been extensively in- 
jured, excision of the joint should be done to obtain 
ankylosis in the knee, ankle, and shoulder, and a 
mobile joint in the elbow and wrist. 

In cases of injury to one condyle of the femur or 
one tibial tuberosity excision of the joint is advisable 
to permit weight bearing, while if the front of either 
of these bones or of the patella is dam» ged, only the 
injured portion need be removed. 

The principles governing the treatment of injuries 
of the ankle are the same as those for the treatment 
of injuries of the knee. 

In the elbow and wrist motion is necessary. To 
obtain this in the elbow the injured portion of the 
bone should be removed, the joint closed, the en- 
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trance wound treated, and the joint exercised. If 
the motion obtained is insufficient, the joint may be 
excised later. The wrist should be treated similarly 
except that in all injuries the cock-up splint should 
be applied. 

If in extensive wounds of the elbow asepsis can be 
guaranteed, cleansing of the wound and replace- 
ment of the fragments will prevent the formation of 
a flail joint. If ankylosis results, the joint should be 
excised. 

When there is sepsis and it is necessary to remove 
so much bone that the formation of a flail joint is 
unavoidable, an apparatus may be worn to strength- 
en the joint, bone grafting may be done to form a 
false joint, or ankylosis may be effected. 

As a rule joint sepsis may be prevented by the 
early removal of all damaged tissue. In some cases 
of sepsis aspiration will take the place of more radical 
treatment. Excision of the joint has been successful 
but may not prevent pain when the patient walks. 


SURGERY OF THE CHEST 


When a thoracotomy is properly performed the 
blood pressure does not fall. Ten centimeters of the 
fifth rib or some other rib should be resected on the 
anterolateral aspect of the chest. The two contig- 
uous ribs should then be separated widely by 
means of a strong retractor. The lung should then 
be delivered outside the chest and examined care- 
fully. 

Adhesions should be broken by the fingers or the 
scissors. By means ofa head light the entire cavity 
of the chest and the wall of the mediastinum should 
be examined. All foreign bodies, devitalized tissue, 
and pus should be removed and bleeding points 
ligated and sutured. The chest wall should be 
closed in layers. Aspiration of the air by a needle 
will hasten the expansion of the lung. 

Wounds of the chest should be treated like other 
wounds. Many penetrating chest wounds 2nd those 
due to small fragments may be left alone if uncom- 
plicated by hemorrhage or infection. The indica- 
tions for surgical interference are: 

1. Haemothorax. In the absence of other in- 
dications for thoracotomy, aspiration is indicated. 
In this way the culture medium for the growth of 
bacteria is removed and the danger of adhesions is 
minimized. Infection occurs in 40 per cent of cases 
of hemothorax. Its source is in the missile, in in- 
driven clothing, or the lung itself. In all cases of 
hemothorax a bacteriological examination should be 
made daily until the danger of infection is past. If 
infection other than streptococcic infection occurs 
and is discovered early, a thoracotomy should be 
done, the pleural cavity mopped out, and the chest 
wall closed. If empyema develops drainage must be 
instituted. 

2. Hemorrhage. 

3. Open thorax. This is a condition in which the 
air passes in and out of the pleural cavity with 
respiration. Death may occur from a-phyxiation 
or infection. The treatment indicated is thorough 
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cleansing and excision of the wound and closure of 
the chest wall. 

4. The presence of foreign bodies, damaged or 
infected tissues, or effused blood. 


COMPOUND FRACTURES 

Cases of compound fracture should be operated 
upon with.the least possible delay. Dirt, devitalized 
tissue, and blood clots should be removed as in 
other wounds. In the absence of comminution 
broken surfaces should be cleaned and approximated. 
When there is comminution the free fragments and 
those with only slight periosteal covering should be 
removed and those which are attached should be 
cleansed and replaced. 

The French method of removing comminuted 
fragments and leaving the periosteum gives good 
results. The other method of removing all fragments 
after cleansing was not successful during the war 
but might be successful in certain types of fractures 
seen in civil practice. 

It is best to delay the closure of the wound until 
after a few days of sterilization. If sepsis is pre- 
vented the results will be successful, but if it is not 
prevented malunion, non-union, or chronic osteo- 
myelitis is apt to follow. Acute osteomyelitis seldom 
developed after a fracture of this kind during the 
war. M. H. Hosart. 


LEGAL MEDICINE 


Chiropractor as Assistant to Regular Physician. 
State vs. Young (Mo.) 215 S.W.R., p. 499. 


In this case the questions before the court were 
whether or not a chiropractor is a physician and 
whether or not an assistant to a regular physician 
is said to be practicing medicine. The facts were as 
follows: 

The defendant, Young, was convicted of practic- 
ing medicine without a license from the State Board 
of Health and fined $50.00. On the trial of the case 
he admitted that he was a chiropractor, but con- 
tended that a chiropractor does not practice medi- 
cine or hold himself out to be a physician. The 
court, however, held that such a practice would come 
under the classification of the practice of medicine. 
Young contended also that he was an assistant to a 
regularly-licensed physician and working under his 
directions, but the court held that he could not 
escape the effects of the statutes by showing that in 
practicing he was employed and directed by 
another. J. A. CasTaGNINo. 


Contributory Negligence of Patient. Hanson vs. 
Thelan (N. Dak.) 173 N. W., p. 457. 

The question considered was whether or not the 
contributory negligence of a patient will relieve the 
physician from liability for negligence. 

The plaintiff brought an action for damages for 
malpractice against Thelan, a physician, alleging 
that he so negligently and carelessly treated a 
fractured limb that erysipelas developed and made 
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it necessary for the plaintiff to remain in bed for 
many weeks. The defendant contended that Han- 
son, against his orders, walk-d on th: 1:g too soon 
after the fracture and therefore it was the plaintiff's 
negligence rather than his own which was respons- 
ible for the erysipelas. The lower court entered a 
judgment for the plaintiff and the defendant ap- 
pealed. 

The upper court held that contributory negligence 
on the part of the person injured will relieve the 
party charged with the injury from liability. In 
this particular case, however, the evidence clearly 
showed that walking on the fractured limb too soon 
did not cause erysipelas, and that the negligence of 
the physician in lacing the boot too tight was the 
proximate cause. The judgment of the lower court 
was affirmed. J. A. CASTAGNINO. 


Examination Required to Determine Injury to Eye. 
Holton vs. Jones (N. M.) 183 Pac. R., p. 395. 

The plaintiff brought an action for damages for 
injuries to his eye and in the trial of the case ex- 
hibited the eye to the jury. The defendant re- 
quested the court to order the plaintiff to submit to 
an examination by three physicians present in the 
courtroom, but the court refused to enter such an 
order and entered judgment in favor of the plaintiff. 

Upon appeal the upper court held that when in a 
personal injury case the plaintiff voluntarily ex- 
hibits the injured part of his body to the jury for 
inspection the portion of the body so exhibited be- 
comes an exhibit in the case and can be examined by 
the defendant. The court further held that if a 
defendant can employ an expert in other cases he 
can employ an expert in a personal injury case to 
determine the nature and extent of the injuries. 
The judgment of the lower court was reversed and 
an order for a new trial for the defendant was 
entered. J. A. CastTacnino. 


Hospital Treating White Patient as a Colored One. 
Collins vs. Oklahoma State Hosp. et al. (Okla.) 
154 Pac., R., p. 946. 


Lee Collins, an infant, was adjudged insane by the 
court and committed to the Oklahoma State Hos- 
pital for the insane. She was a white child born of 
white parents but was placed in the colored ward 
and the word “‘colored~ was written after her name 
on the chart. When her father wrote to the hospital 
inquiring as to her condition the reply from the 
hospital mentioned her name with the word ‘ col- 
ored”’ after it. The father of the girl brought an 
action for libel against the hospital on the ground 
that the Oklahoma Statutes provide that it is libel- 
ous per se to write of or concerning a white person as 
if the s1id person we-e colored. ; 

The lower court held that to sustain an action ior 
libel there must be a publication of the alleged 
libelous statements and in this case placing the word 
“colored” after the name of the child on the chart 
was not a publication as no one but the agents 0! 
the hospital saw the chart. Neither was the letter 
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written to the father a publication as such a letter 
was a privileged communication. 
The father appealed the case, but the upper court 
sustained the finding of the lower court. 
J. A. CAsTAGNINO 


Injured Employee Treating Himself. Banner Coffee 
Company et al. vs. Industrial Commission e' al. (Wis.) 
174 N. W. R., p. 544. 


The question under consideration was whether 
or not the failure of an employee to consult a 
physician relieves the employer from liability. 
The facts of the case were as follows: 

The widow of a former employee of the Banner 
Coffee Company filed a claim with the Industrial 
Commission for the death of her husband who 
died from the effects of an injury received in the 
course of his employment with the Banner Coffee 
Company. The Commission made an award of 
$3,000.00 and this award was affirmed by the 
Circuit Court. The Banner Coffee Company 
appealed. 

When the employee was injured he did not con- 
sider the injury serious and continued to work, 
merely dressing the wound with carbolic salve as 
he was accustomed to do with similar injuries. One 
of the officers of the company told him to see a cer- 
tain physician but did not say that this physician 
was the physician of the company or that the com- 
pany would pay for his services. It was the conten- 
tion of the company that the death was due to the 
failure of the employee to consult a_ physician 
rather than to the original injury. 

The upper court held that the average laboring 
man does not go to a physician every time he has 
a slight injury, and the fact that the employee 
of the Banner Coffee Company had been accustomed 
to use carbolic salve whenever he received such an 
injury justified him in using it in this case. It was 
the duty of the company to see that he consulted a 
physician. Merely telling him to see one and not 
explaining to him that the physician recommended 
was the company’s physician and that his services 
would be paid for by the company would not relieve 
the company from liability. The finding of the In- 
dustrial Commis;ion and the circuit court was 
aflirmed. J. A. CAsTAGNINO. 


Privileged Communications—Waiver—Conversa- 
tions after Relations Have Ceased. Arnold vs. 
Ft. Dodge D. M. & S. R. Co. (Iowa) 173 N. W., 
p. 252. 


The plaintiff, Arnold, fell on the tracks of the 


defendant railway company in his attempt to escape 
being hit by a reckless automobile driver. The 
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evidence showed that he tried to roll off the tracks 
but an oncoming street car crushed his right foot. 
The evidence further showed that the street car 
was not equipped with fenders or sand and that if 
the car had had such equipment the motorman 
would have been able to stop the car in time to 
avoid the accident. 

During the trial the defendants called the physi- 
cian who treated the plaintiff and asked him several 
questions regarding statements made by the plaintiff 
in regard to the accident. The plaintiff contended 
that any statements made by him to the physician 
were privileged communications but the defendants 
contended that the plaintiff testified to these 
facts on cross examination and therefore waived 
the privilege. The defendants further contended 
that some of the statements were made to the 
physician after the relation of physician and pa- 
tient had ceased and therefore were not priv- 
ileged. 

In reviewing the case, the upper court held that 
any testimony given under cross examination is 
not voluntary and therefore not a waiver of a con- 
fidential communication between a patient and a 
physician, but that a communication made after 
the relation of physician and patient has ceased is 
not privileged. The lower court entered a judgment 
for the plaintiff and the upper court affirmed the 
judgment of the lower court. J. A. CASTAGNINO. 


Time of Liability of Physicians and Surgeons. 
Bowers vs. Santee (Ohio) 124 N. E. R. p., 238. 


Santee, the defendant, was called by the plaintiff, 
Bowers, December 29, 1913, to treat a fracture of 


the left leg just above the ankle. The physician set 
the bones and continued to treat the patient until 
May, 1914. In April, 1915, the plaintiff brought an 
action against the physician, alleging negligence 
and want of skill in the treatment of the fracture. 

The physician contended that the action was 
barred by the statute of Ohio which provides that 
such an action must be begun within one year of the 
date of the injury of which complaint is made. The 
plaintiff contended that that statute did not come 
into effect until May, 1914, the date of the last 
treatment. 

The lower court sustained the contention of the 
physician and entered judgment for him. but the 
upper court held that the injury complained of did 
not occur upon the date of the first visit of the 
physician but covered the entire period of treatment 
and that the statue did not become effective until 
the date of his last treatment. The judgment of 
the lower court was reversed and remanded. 

J A. CAsTAGNINO. 














GYNECOLOGY 


UTERUS 


Royster, H. A.: Inguinal Hernia of the Uterus. 
South. M.J., 1920, xiii, 275. 


Royster reports the case of a colored woman 45 
years of age who gave the following history: 

She had been married twice but had never been 
pregnant. Menstruation, which was established in 
her fifteenth year, occurred every twenty-eight 
days but had always been vicarious, the flow coming 
from the nose. During her fourteenth year of age 
a lump appeared in the left groin but gave rise to no 
symptoms and was therefore disregarded. Not 
until her forty-fourth year did this mass cause 
trouble. At that time it increased rapidly in size 
in a period of twelve months and its growth was 
associated with pain and discomfort. 

Examination revealed a swelling in the left in- 
guinal region the size of a man’s fist —hard, tender, 
irreducible, and only slightly movable. The vagina 
was norma! but no cervix presented. On bimanual 
palpation no internal pelvic organs could be made 
out. 

Operation revealed a hernial sac containing a 
uterus somewhat larger than normal in which was a 
fibroid tumor the size of a billiard ball. The pedicle 
of the entire organ consisted of a well-developed left 
tube and ovary and the broad ligament, all of which 
were inside the sac. The specimen after removal 
showed complete absence of the right tube, ovary, 
and broad ligament. 

The author follows this case report with a review 
of the literature, referring first to Cranwell’s col- 
leciion of 45 cases. In at least 32 of these the con- 
dition was congenital in origin. To this group 
Royster adds Oge’s collection of 25 cases, Sutton’s 
group of 5 cases, and 1 case each reported by Krug, 
Jopson, Parker, Upton, and Makkas. In Oge’s 
group 2 of the hernie were in the femoral ring, 1 in 
the obturator foramen, 3 at the umbilicus, and 19 
in the inguinal region. Nearly all of the inguinal 
hysteroc_les were on the left side, this being ex- 
plained by Oge as due to the fact that the volume 
of the uterus was less on the left side and the 
uterus had descended early when the canal of Nuck 
was most widely open. Makkas pointed out the 
striking frequency in all forms of herniated uteri of 
associated malformations of the genitalia, chiefly 
the bicornate or bipartite uterus and often an 
associated vaginal atresia. The case reported by 
Makkas was that of a woman with a bilateral 
inguinal hernia, each hernial sac containing a small 
uterus. This frequency of associated genital mal- 
formations and hysterocele indicates an etiological 
connection between the two conditions. 

CAREY CULBERTSON. 


Wilcox, D. G.: Supporting the Pelvic Floor to 
Prevent and Overcome Uterine Prolapse. 
Boston M. & S. J., 1920, clxxxii, 425. 


The author considers only the prolapse which 
occurs at or near the menopause. This condition 
develops especially in two classes of women: (1) 
those who have had large families and who have 
worked very hard lifting heavy weights; and (2) 
those who are in better circumstances and take on 
weight as the menopause approaches. In order to 
appear well such patients increase the intra-abdom- 
inal pressure by wearing tight corsets and in this 
way the prolapse is produced. 

Before prolapse is possible there must be a re- 
laxation of the sacro-uterine ligaments and _ the 
levator ani in addition to a relaxation of the round 
and broad ligaments. 

In the treatment the first step is the repairing of 
the perineum with special attention to the levator 
ani. The next step is a subtotal hysterectomy with 
removal of both ovaries and tubes, the ends of the 
ligatures on the round and broad ligaments being 
left long. The third step is the insertion of four 
chromic catgut sutures through the stump of the 
cervix. Into these sutures the stumps of the broad, 
the round and the sacro-uterine ligaments are ticd. 
The small raw surface remaining is covered with the 
flap of peritoneum dissected from the anterior wall 
of the uterus. If it is advisable to remove the cervix 
the six ligaments may be inserted into the vaginal 
vault in the same manner. 

The author has performed this operation 156 
times (63 panhysterectomies and 93 subtotal hys- 
terectomies). The one death and two recurrences in 
the series were due apparently to the fact that the 
stumps of the ligaments had slipped out of the su- 
tures in the cervical stump before healing had taken 
place. S. A. CHALFANT. 


Pust, W.: Vaginal Shortening of the Round Liga- 
ments with Vaginofixation (Vaginale Baender- 
raffung mit Vaginofixur). Arch. f. Gynaekol., 1920, 
cxii, 89. 


Pust favors the vaginal operation for retrover- 
sion, but of course does not employ it for nulli- 
pare. He recommends a combination of the 
Menge-Dudley shortening of the round ligaments 
with intraperitoneal vaginofixation which he has 
used in 64 cases, the oldest dating back five years. 
Forty-one of these patients have been re-examined. 
Failure resulted in only 1 case. The value of these 
statistics is limited, however, on account of the 
recent date of some of the operations. The tech- 
nique used was as follows: ; 

Anterior colpotomy. Transverse opening of the 
plica. Elevation of the uterus with a thick, acutely 
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angled sound. Picking up of the round ligaments 
with the forceps about one-third of the distance 
from their origin. Suturing of the ends of the loops 
with two or three sutures which take up also some 
of the uterine muscle. Suture of the doubled liga- 
ments with two or three sutures on each side. One 
to two sutures passed through the peritoneum, 
uterus, and peritoneum at the level of the internal 
os. One or two sutures passed through the vagina, 
the peritoneum, the uterus, the peritoneum, and the 
vagina. 

The patient is allowed to sit up on the fifth day, 
frequently even earlier. She is discharged from the 
hospital on the tenth day. Coimers (Z). 


Keiffer, H.: Lipolysis of Fibromyomata of the 
Human Uterus (De la lipolyse des fibro-myomes 
de Vutérus de femme). Rev. frang. de gynéc. ct 
d’obst., 1919, XiV, 451. 


Keiffer discusses the regression of fibromyomata 
of the uterus. He had occasion to perform a cesar- 
ean operation and hysterectomy on a woman whose 
uterus showed a collection of fibromyomata of vary- 
ing sizes and all degrees of development. A thorough 
histologic examination was made of the sections 
taken from the various nodules. This examination 
showed that lipolysis is one of the processes which 
brings about the regression and almost total, if not 
total, disappearance of such tumors. Associated 
factors are complicated tumefaction and hyaline, 
mucous, and other forms of degeneration. The 
lipolysis is most marked in the muscular fibers. The 
fibromyoma ultimately becomes a spongy tissue. 
The most interesting stage is that in which ex- 
tremely delicate infiltrations of fat are seen in the 
colloidal state. W. A. BRENNAN. 


Little, J. W.: The Rational Treatment of Carci- 
noma of the Uterus. Minneseta Med., 1920, 
iii, 150. 


Little believes that in carcinoma of the body of 
the uterus a panhysterectomy should be done and 
followed by prophylactic radiation. 

Cases of cervical carcinoma in the operable stage 
should be treated by a panhysterectomy followed by 
radiation or thorough radiation without operation. 
From experience and observation the author has 
come to the conclusion that the results obtained 
from radiation alone are as good as or better than. 
those obtained from radiation and operation and 
with this method there is practically no danger or 
pain. Radium is able to penetrate where it is 
impossible to use the knife. 

In inoperable cases the application of radium is 
much superior to any other treatment. When large 
fungating masses have caused toxemia, they should 
be removed with the cautery and the area treated 
with radium. 

Little has abandoned the Percy cautery for ra- 
dium. He does not advocate the Wertheim opera- 
tion because of its high primary mortality, its 
serious sequela such as vesical, ureteral, and rectal 
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fistula, and because the cures effected are too few 
to compensate for the difficulties and dangers of the 
method. C. H. Davis. 


ADNEXAL AND PERI-UTERINE CONDITIONS 


Rubin, I.C.: The Non-Operative Determination of 
the Patency of the Fallopian Tubes in Sterility: 
Intra-Uterine Inflation with Oxygen and 
the Production of an Artificial Pneumo- 
peritoneum: Preliminary Report. J. Am. M. 
Ass., 1920, lxxiv, 1017. 

In experiments on extirpated uteri with intact 
adnexa it was found that oxygen gas introduced 
through the cervix passed through the tubes and 
escaped through their fimbriated ends. The method 
was therefore applied clinically and 55 patients were 
examined in this way. If the tubes were open, the 
presence of the gas in the peritoneal cavity was 
readily detected with the X-ray. There were no bad 
effects. In some cases the result confirmed the 
clinical diagnosis of probably closed or patent tubes. 
In a number of cases the tubes were proved to be 
open when there had been reason to suspect that 
they were closed by the disease, while in others they 
were demonstrated to be occluded when there had 
been reason to believe them normal. The method 
had practically the value of an exploratory laparot- 
omy. The two possible dangers, embolism and in- 
fection, are more theoretical than actual. 

S. A. CHALFANT. 


MISCELLANEOUS 


Block, F. B.: The Treatment of Acute Gonorrhoea 
in Females. Am. J. M. Sc., 1920, clix, 572. 


A close relationship with undergraduate medical 
students for several years has convinced Block that 
there is something lacking in the present teaching 
of the subject of acute gonorrhoea. The general 
tendency of authors has been to skip over the acute 
stage of the disease and then dilate upon the chronic 
stage and its complications. This appears especially 
incongruous in view of the fact that careful observa- 
tion and treatment during the acute stage may fre- 
quently prevent the ravages of pelvic inflammatory 
disease. It is a common experience for the gyne- 
cologist to cure cases of acute endocervicitis, but 
the physician in general practice is always skeptical 
about such a report. The object of this paper is to 
encourage more extensive instruction in the treat 
ment of acute gonorrhoea in the female so that the 
practitioner may undertake the treatment of these 
cases with optimism as to the outcome even though 
he may not be successful in all cases. 

ACUTE URETHRITIS 

Acute urethritis, which is usually the first stage 
of acute gonorrheea, is best treated by absolute rest 
without local treatment during the period of the 
acute purulent discharge. The average patient 
who is suffering from this condition, however, can- 
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not or will not remain in bed, so that it is usually 
necessary to treat her as an ambulatory case. At 
the dispensary of the University Hospital such 
patients are given two prescriptions, one for santal 
oil to be taken in 10-minim doses three times daily, 
and the other for a urinary sedative containing 
5-minims of tincture of hyoscyamus and 1o gr. of 
sodium bromide to1 dr. of the liquor of potassium 
citrate to be taken every three hours. The patient 
is instructed to drink water freely and return in a 
week If at thit time, the acute inflammation 
persists, the treatment is continued in the same 
manner. 

In the course of two or three weeks a marked 
improvement will usually be noted, evidenced by 
freedom from symptoms and diminution or disap- 
pearance of the urethral discharge. It is at this time 
and not until then that local treatment should be 
instituted, and when it is begun, the patient should 
be warned that freedom from symptoms does not 
mean freedom from disease. Many agents have 
been tried in the local treatment of urethritis, but 
Block has come back to the use of silver prepara- 
tions, either a 15 per cent solution of silver nucleinate 
or a 5 per cent solution of silver nitrate applied to 
the entire length of the urethra by means of a small 
cotton swab on a nasal applicator. 

The parent should urinate just before the treat- 
ment and the urethra should be dried with a wisp 
of cotton on an applicator. This drying is im- 
portant as it greatly increases the power of the 
gonococcidal agent. The entire urethra should then 
be painted with the silver solution on another cotton 


swab, the applicator being inserted by a slow spiral 


movement until the bladder is reached. The 
applicator should then be withdrawn by the same 
spiral motion in the same direction, so that the 
cotton becomes tightened instead of loosened. 


ACUTE ENDOCERVICITIS 


In gonorrhceal endocervicitis not so rapid im- 
provement following treatment can be expected as 
in urethritis. Nevertheless, conscientious and con- 
tinued treatment will give results far above the 
expectations of the average practitioner. As soon as 
the presence of a gonorrhceal discharge from the 
cervix is determined hot douches of 1 : 8,000 potas- 
sium permanganate solution should be given four 
or five times daily. Block has found this solution 
to have the best cleansing effect in these cases. If 
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ordinary care is used, many of the objectionable 
features of permanganate can be obviated. The 
drug should be ordered in the form of 1-gr. tablets 
and these should be dissolved just before use. As 
soon as the discharge is well under control, ordi- 
narily in about two weeks, local treatments to the 
cervical canal should be begun. : 

In applying any medicated solution to the cervical 
canal one of the most important points to be remem 
bered is that the canal should be thoroughly cleansed 
and dried in order that the medication may come 
into actual contact with the infecting organisms 
in the cervical glands. Therefore, to obtain the 
best results, it has been the author’s practice to 
expose the cervix by means of a bivalve speculum, 
wipe away the major portion of the discharge, and 
then thoroughly spray the cervix with an alkaline 
solution in order to dissolve the mucus. He then 
dries the cervix and passes an applicator soaked in 
an alkaline solution (liquor antisepticus alkalinus) 
into the canal as far as the internal os, moving it to 
and fro. After this he passes a dry cotton swab into 
the canal and removes the thin discharge. A 10 or 
12.5 per cent solution of silver nitrate should be 
vigorously applied to the canal as far as the internal 
os and followed immediately by a similar application 
of tincture of iodine. These two drugs form a fresh 
silver iodide in the cervical canal as is evident from 
the characteristic yellow color produced. 

Not infrequently the patient will complain of 
cramps in the lower abdomen when the tincture of 
iodine is applied. This is merely a uterine colic due 
to the stimulation of the muscle produced by the 
iodine fumes and need cause no alarm as it will 
disappear in a minute or two. Following this 
application, the cervix and cul-de-sac should be 
thoroughly dried and the speculum withdrawn. 
Only in very exceptional cases is the insertion of a 
tampon necessary. 

The patient should continue the douches at home 
and report to the office for treatment two or three 
times a week for the first three weeks, after which 
time the condition is usually so greatly improved 
that the douches may be discontinued and the 
interval between treatments lengthened. When the 
discharge has lost its purulent character and has 
become scanty, smears should be taken. After three 
negative smears, one of which should be taken just 
after a menstrual period, the patient may be dis 
charged. C. H. Davis 
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PREGNANCY AND ITS COMPLICATIONS 


Davis, E. P.: Infection of Intestinal Origin Com- 
plicating Pregnancy, Labor, and the Puerperal 
State. Med. Rec., 1920, xcvii, 551. 


The author groups the various infections of 
intestinal origin and contrasts them with puerperal 
septic infection of uterine origin. Special attention 
is given to the hygiene of pregnancy, the prevention 
of constipation by means of proper diet, the adminis- 
tration of refined petrolatum, and proper exercise, 
particularly walking. 

Appendicitis is common during pregnancy and 
necessitates prompt surgical intervention. Chole- 
cystitis, which so frequently occurs first during preg- 
nancy, does not always require operation, but this 
possibility should always be considered. 

Cases are cited to show the dangers of violent 
purgation during pregnancy and the possibility of 
trouble from the presence of hard fzcal masses in 
the bowel at the time of labor. 

Pyelitis during pregnancy is usually of blood- 
stream origin and in the author’s experience occa- 
sionally requires drainage through the loin. 

Appendicitis beginning during the late puerperium 
may be recognized by the absence of the ordinary 


local evidences of puerperal sepsis. It must be cared 


for promptly. General infection of the intestinal 
lymphatics may be due to excessive purgitive and 
may occur also without such cause. 

S. A. CHALFANT. 


Spencer, H. R.: The Lettsomian Lectures on Tu- 
mors Complicating Pregnancy, Labor, and 
the Puerperium. III. Lancet, 1920, cxcviii, 529. 


In discussing cancer of the uterus complicating 
pregnancy, labor, and the puerperium, the author 
covers the etiology, diagnosis, prognosis, and treat- 
ment of the disease. He reviews also other published 
records of similar cases and describes in tabular 
form 10 cases which he observed in the University 
College Hospital. The after-histories of 3 cases 
previously reported by him are mentioned in order 
to bring the case records up to date. These 3 pa- 
tients have been free from recurrence for twenty-five, 
twenty-two, and nineteen years respectively and 
1 has subsequently borne a healthy child. All 
were subjected to a high amputation of the uterine 
cervix with the Paquelin cautery during the puer- 
perium. In 2 other cases of cancer complicating 
labor a vaginal hysterectomy was performed during 
the puerperium. In these cases the cure has ex- 
tended over a period of five years. 

Of the author’s 1o patients 7 were between 30 
and 40 years of age. The youngest was 26 years old. 
Statistics show that cancer complicating pregnancy 


reaches its maximum in persons less than 4o years 
of age while the maximum incidence of cancer not 
complicating pregnancy is reached after the fortieth 
year. In women less than 30 years old cancer occurs 
in the pregnant and non-pregnant in the ratio of 
6:1. The youngest patient whose case was reported 
by Sarwey was 22 years of age. 

The author’s patients show the influence of child- 
bearing on the development of cancer. The patients 
in this series had had an average of 7 children and 
more than 8 pregnancies each. The part played by 
lacerations and erosions is not credited with any 
direct bearing on the condition, but venereal disease 
is considered to play a larger part than is generally 
believed. 

The author urges the use of three methods of 
diagnosis: (1) digital pelvic examination, (2) in- 
spection, and (3) microscopic examination. It 
seems impossible to find a proven case of car- 
cinoma of the fundus complicating pregnancy. 
In cases of cancer of the cervix during pregnancy 
pain may develop early as the result of uterine 
contraction or sepsis. Attention is called to the 
atypical picture presented by one case in which small 
pockets of pus were found, the growth did not break 
down on examination, and no bleeding or increase 
in the size of the growth was noted while the patient 
was under observation. In this instance a micro- 
scopic examination was not made at the time. 

The prognosis is grave in cases of cancer com- 
plicating labor. Obstruction, hemorrhage, discharge, 
and infection tend to prevent impregnation’ or 
lead to premature labor with an associated high 
foetal and maternal mortality. Pregnancy does not 
appear to increase the tumor’s rate of growth. 

The results of operative treatment are not en- 
couraging. Wertheim has obtained the best results. 
Four of his patients remained well for five years, 1 
died from embolism, and 1 had a recurrence. The 
author does not consider Sarwey’s list of 1908 
sufficiently inclusive to be representative of the 
mortality following the Wertheim operation. 

The treatment of cancer of the cervix depends on 
the operability of the condition and the viability of 
the child. If the condition is considered inoperable 
pregnancy should be allowed to reach its full term 
and then a Porro operation with the serrenceud 
should be performed. In advanced pregnancy 
operable cases should be treated by cesarean section 
followed by extended abdominal hysterectomy or by 
high amputation of the cervix during the puer- 
perium following normal delivery or cesarean sec- 
tion. In postpartum cases radium treatment-may 
give favorable results. 

Five of the 7 cases in which treatment resulted in a 
favorable issue were operated on after delivery. The 
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author is not able to find the record of a case of 
cancer of the cervix in which a successful outcome 
followed vaginal cesarean section. He believes that 
in the future less extensive operative measures fol- 
lowed by radium and X-ray treatment will lower the 
mortality. He attributes his own good results to the 
use of the cautery, antiseptic douches, and the fact 
that the tissues were in the process of involution 
‘when the operation was performed. J. W. Ross. 


Goodman, H.: The Wassermann Reaction and 
Miscarriages. Surg., Gynec. & Obst., 1920, xxx, 368. 


The author found that among 1,320 pregnant 
women, 87 per cent gave a negative Wassermann 
reaction. Only 6.7 per cent gave a 4 plus reaction. 
Of the multipare who had a negative Wassermann, 
37 per cent had had one or more miscarriages as 
compared with 52 per cent of the multipare with a 4 
plus Wassermann. 

Only one woman among the 1,320 gave a history 
of syphilitic infection although approximately one 
out of every eleven had a strongly positive Wasser- 
mann reaction. 

It is very probable that in every instance the 
husband was responsible for the disease of the wife. 
In spite of such facts as these there are still hospitals 
throughout the land which refuse to admit men 
suffering with syphilis. Epwarp L. Cornett. 


LABOR AND ITS COMPLICATIONS 


Demelin, L.: The Inferior Segment and ‘‘Con- 
tracture’’ of the Gravid and Parturient Uterus 
(Le segment inferieur et la ‘‘contracture”’ de l’uterus 
gravide et parturient). Rev. franc. de gynéc. et 
d’obst., 1920, xv, I. 

Demelin discusses the so-called “contraction ring” 
or Bandl’s ring of the uterus. In the first part of the 
article he deals with the anatomical character of the 
different portions of the uterus. At the time of nor- 
mal delivery the uterus is divided into two distinct 
parts. One of these is characterized by a thick, 
resistant, and firm wall terminating abruptly at 
the ‘ring,’ and the other, below it, by a thin and 
lax wall. Some authors believe this lower portion 
includes both the lower segment of the uterus and 
the cervix. In Demelin’s opinion, however, it nor- 
mally includes only the cervix. The abrupt ending 
of the thick portion of the uterine wall usually repre- 
sents the sphincter of the internal uterine orifice, but 
in pathologic conditions the distention, thinning, or 
even rupture may involve part of the corpus so 
that it is then formed of a ‘“‘ring’’ of some higher 
portion of the uterine corpus more or less distinct 
from the internal os. In such cases not only the 
neck but also a more or less extensive part of the 
body of the uterus may be compressed. 

The sum of Demelin’s reasoning is that the infe- 
rior segment is a part of the uterus during both 
pregnancy and labor, the only difference being that 
during labor it becomes cylindrical whereas it was 
spherical before. 
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The second part of Demelin’s article is devoted to 
a discussion of rigidity of the pregnant and partur- 
ient uterus. This is due to muscular hypertony and 
may be local or annular or involve the uterus as a 
whole. The author reviews the clinical etiology 
(lack of synchronization of muscular movements 
which is often favored by an anomaly in the direc- 
tion of the uterine contractile forces), the symptoms 
and clinical forms (abnormal local or general uter- 
ine tension), and the complications (slowness of 
labor and rupture of the uterine wall). 

Although laparotomy has been done in such cases 
it is rarely indicated. Because of the slowness of 
the labor and the necessary manipulations the par- 
turient woman is usually infected and the foetus 
dead or dying. Under such circumstances a hyster- 
ectomy, the usual complement of cesarean section, 
is usually dangerous. W. A. BRENNAN. 


Coburn, R. C.: Anzsthetics in Obstetrics with 
Special Reference to Nitrous Oxide. Med. 
Rec., 1920, xcvii, 356. 


Ether or chloroform when given in doses sufficient- 
ly large to relieve pain seriously delay the progress 
of labor, and if given over as long a period of time 
as is necessary in an obstetrical case, are decidedly 
toxic and lower the patient’s resistance to infection. 
Nitrous oxide is especially adapted to obstetrical 
conditions because it induces analgesia quickly and 
is quickly eliminated. 

The nitrous oxide is given as soon as the uterine 
contractions cause severe pain. In_ primipare, 
this is usually when a‘‘four-finger dilatation”’ has b-cn 
reached and in primipare, a little later. The patient 
takes from three to six inhalations of the gas at the 
beginning of the uterine contraction and is then in- 
structed to hold her breath and bear down. This 
co-operation on the part of the patient materially 
shortens the labor and conserves her strength, thus 
promoting a more rapid convalescence. 

While ether and chloroform have a deterrent 
effect on spontaneous respiration in the child, ni- 
trous oxide has no such harmful effect. Briefly 
summarized, the advantages of nitrous analgesia 
are that it relieves pain, conserves vitality, has no 
toxic effect on the already overburdened organs of 
elimination, shortens the period of labor, does not 
lower resistance, shortens convalescence, and does 
not affect the spontaneous respiration of the infant. 

S. A. CHALFANT 


PUERPERIUM AND ITS COMPLICATIONS 


Evans, W. G.: Total Inversion of the Parturient 
Uterus. Lancet, 1920, cxcviii, 713. 


Following delivery in the case reported by the 
author there was a brief hemorrhage after which 
complete extrusion of the uterus and tubes wis dis- 
covered. Evans promptly inverted the uterus by ap- 
plying firm pressure upward. On passing his hand 
into the uterus to determine whether or not 1n- 
version was complete he found a tumor the size of a 

















small apple. On supporting the fundus with the 
left hand and pressing his knuckles against the 
tumor, the uterus spread out at once. There was no 
shock and no further hemorrhage. 

In the author’s opinion the absence of serious 
symptoms was due to his promptness in relieving the 
condition. A. J. ScHott, Jr. 


Hart, D. B.: The Causes of Persistence of Puerperal 
Septicemia. Edinburgh M.J., 1920, n.s. xxiv, 216 


The maternal mortality from puerperal septice- 
mia in Great Britain and Ireland still ranges from a 
little above to a little below 1 per cent. In the 
Vienna First Obstetrical Clinic, under the direction 
of von Boer, it is 0.84 per cent. 

Hart gives statistics from the investigation by 
Newsholme and Bonney which show that from rort 
to 1914 the mortality per 1,000 in England was 1 . 39; 
in Wales 1.67; in Scotland, 1.34; in Ireland, 2.01. 
This rate is less than that from 1881 to 1890, but 
there is still much loss of maternal life. In Scotland 
37 per cent of the deaths were due to sepsis. 

The chief factors which will decrease maternal 
mortality are: 

1. Aseptic and antiseptic management of labor. 
Internal examination should be minimized. Steri- 
lized rubber gloves, a sterilized gown, and aseptic 
bed-sheets are necessary. Instruments should be 
boiled. 

2. More intelligent management of the passage 
of the head and shoulders over the perineum. 
Frozen sections and casts, chiefly those of Braune, 
Barbour, Schroeder and Stratz, should be studied. 
These show that Naegele’s flexion is not present 
during labor; there is_ really deflexion. Perineal 
laceration should be prevented. 

3. Better management of the third stage of 
labor. The author describes his own method and 
discusses the waiting method of Clark, Harvie 
(1767) and the Dublin School as well as the methods 
of the Crédé period, 1853-1860. The mechanism of 
the separation and expulsion of the placenta and 
membranes as shown by a Clinical study of casts 
and sections and postmortem specimens is described. 

Naegele’s theory of the mechanism of labor is 
accepted. There is usually flexion throughout labcr, 
but casts and sections show deflection beginning 
even in the first stage. The physician should bear 
this fact in mind and keep the perineum supported 
until the occiput gets under the pubic arch. The 
presence of the arms between the chin and the 
sternum is a factor in deflexion. The fundus uteri 
does not descend during labor, but the foetus is 
elongated and the arms lie between the chin and the 
sternum, preventing flexion. Finally liquor amnii 
passes up between the breech and fundus. Normal 
mechanism at crowning and emergence requires 
guarding, especially in the cases of rigid and elderly 
primipare. 

The author describes also the mechanism of 
separation of the membranes and placenta. Two 
Stages must be recognized, viz., separation and 
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expulsion; separation of the membranes in the 
lower uterine segment; separation of the placenta 
when in part previa. After the pains the placental 
site expands and if the non-following placenta 
does not respond to this very slight increase separa- 
tion takes place in the spongy layer. The author’s 
method in the third stage of labor is as follows: 

The body of the uterus is grasped to prevent 
bleeding; the separation of the placenta is awaited; 
the diminution in the size of the uterus, the indica- 
tions, separation, and downward expulsion of the 
placenta and membranes are noted; time is allowed 
for the final separation of the membranes; and, if 
necessary, expulsion is then effected by means of 
pressure in the axis of the brim. 

Hart draws the following conclusions: 

1. A return must be made to the old waiting 
policy. 

2. The Crédé method of separating the placenta 
has been followed almost universally, but should be 
abandoned. 

3. The statement that retention of bits of mem- 
brane does no harm and that antiseptic management 
will prevent mischief, is dangerously fallacious. 

4. A maximun of three-quarters of an hour or 
an hour must be allowed for the third stage of labor. 

5. The placenta and membranes should be care- 
fully inspected after labor. C. H. Davis. 


NEW-BORN 


Rodda, F. C.: Studies with a New Method for 
Determining the Coagulation Time of the 
_ Blood in the New-Born. Am. J. Dis. Child., 1920, 
xix, 269. 


A simple method for determining the coagulation 
time of the blood in the new-born which would 
require little special apparatus and could be used 
by any physician engaged in the care of the new- 
born was sought and the drop method was chosen. 
All factors such as the depth and site of the punc- 
ture, the size and sequence of the drop, the tempera- 
ture, air currents, and the effect of foreign bodies in 
contact with the blood were considered. An effort 
was made to control and standardize all of these 
factors without complicating the procedure. The 
apparatus adopted comprises a spring lance or a 
simple lance, 214 in. watch glasses, and No. 6 shot. 

The glasses and shot are first cleaned with soap 
and water and then with alcohol and ether. The 
child’s heel is sponged with ether and a puncture is 
made with the lance set at about 0.5 to produce a 
free flow of blood without pressure. The first drop 
of blood is discarded and the second caught on a 
clean glass containing the No. 6 shot. A second 
glass is inverted over the first. The watch glasses 
are gently tilted every thirty seconds until the shot 
no longer rolls but is embedded in the clot and the 
glass may be inverted without dislodging it. The 
end-result is sharply defined. At times, because the 
serum is forced out, the whole clot may move, carry- 
ing the shot with it. This is not confusing, however, 
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for if the clot is well-formed the shot will be found 
enmeshed in the fibrin and does not roll or rotate, 
while in a poorly-formed clot or one in which there 
is retraction it continues to roll. 

An effort was made to check all sources of error. 
Watch glasses of the same size and curve were used 
in order to standardize the surface area of the drop 
in contact with the glass. The inverted glass mini- 
mizes the drying of the drop and prevents the 
entrance of dust and lint. The greatest source of 
error arises in the blood flow. A small, slowly-form- 
ing clot obtained by pressure clots very quickly. 
The depth and extent of the cut do not influence 
the clotting as long as the flow of blood is free and 
occurs without pressure. 

The time was reckoned from the moment the first 
drop fell. The time consumed in the formation of 
the second clot was considered a part of the coagula- 
tion time. Determinations were made to the nearest 
half minute. No claim is made for absolute clotting 
time but the result gives at least a clean-cut relative 
time for comparative work. It is not regarded as of 
importance to determine whether the clot forms in 
six minutes or six minutes and forty-five seconds, 
but it is important to determine whether it forms 
in six or sixteen minutes. 

The method described was checked with that of 
Lee and White with blood obtained from the superior 
longitudinal sinus of the same infants. The average 
time, which was the same by both methods. was seven 
minutes. The average coagulation time in the cases 
of 126 new-born infants in the first twenty-four hours 
of life was seven minutes, with an arithmetical devia- 
tion of one and one-half minutes. This gives ‘an 
approximate range of from five and one-half to 
eight and one-half minutes. Eighty per cent of the 
determinations fell within this range and 95 per 
cent within a range of from four to ten minutes. It 
may be stated therefore that as determined by the 
method described. the average coagulation time is 
seven minutes and a coagulation time of more than 
ten minutes represents delayed coagulation. 

The bleeding time was determined also by Duke’s 
method, asimilarly weighted curve being constructed. 
The same general curve was obtained. The average 
clotting time in the same 126 cases was three and 
one-half minutes, with an average deviation of one 
and one-half minutes, or a range of from two to five 
minutes. H. K. Grpson. 


Creadick, A. N.: The Frequency and Significance of 
Omphalitis. Surg., Gynec. & Obst., 1920, xxx, 278. 

An inflammatory exudate in the umbilical cord 
has previously been accepted as a manifestation of 
syphilis, but actually it has nothing to do with this 
disease. Omphalitis was present in 40 cases in which 
there was no evidence of syphilis, and absent in 29 
cases in which syphilis was proved to be present. 
Both syphilis and omphalitis were present in 3 cases. 
Generally the lesion consists of an extravasation 
of polymorphonuclear leucocytes into the wall of 
the umbilical vein; less commonly, into Whar- 
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ton’s jelly, and occasionally into the walls of the 
arteries. Bacteria are associated with the lesion and 
evidently reach the umbilical cord from the placenta 
so that the initial pathologic process is a placental 
bacteriamia. 

Cases of omphalitis are usually attended with 
fever during the course of labor and premature 
rupture of the membranes. Vaginal examinations 
during a prolonged labor favor the development of 
the condition. Omphalitis was observed in about 
2 per cent of a series of 2,200 cases and was re 
sponsible for 14 foetal deaths. There were no 
maternal deaths in the series. The frequency of the 
infections and the resulting infant mortality may 
be reduced by substituting rectal examinations for 
vaginal examinations. 


MISCELLANEOUS 


Davis, E. P.: Prenatal Care from tke Viewroint of 
the Obstetrician. Therap. Gaz., 1920, xliv, 233. 


It is in the toxemia of pregnancy that the care 
of the mother during gestation is especially im- 
portant. In the majority of cases of pregnancy 
toxemia can be prevented by proper care. A 
physical examination should be given at regular 
intervals and should include a determination of the 
pulse tension, an examination of the heart, the 
circulation, and the urine. Often the blood should 
be examined also. A month under hospital care in 
the early portion of the pregnancy, or before the 
confinement, will often be fourd of the greatest 
value. 

Pure food and water, care of women working in 
shops and factories, proper warmth in winter and 
escape from excessive heat in summer are all im- 
portant factors. The prevention of toxemia is far 
more difficult than its treatment. Additional hos- 
pital space is needed so that pregnant patients can 
be placed in separate wards where they will not be 
annoyed by confinement patients or infants and 
where they will have the best hygienic surroundings. 

Septic foci developing during pregnancy shorten 
the lives of mother and infant. The colon bacillus, 
whether causing appendicitis, cholecystitis, of 
pyelitis, is a frequent menace. While the appendix 
should be removed during pregnancy as soon as the 
diagnosis of appendicitis is made, in cholecystitis 
and pyelitis during pregnancy surgical interference 
is rarely necessary. Care and attention to these 
conditions, however, are exceedingly important. 
Here again, hospital treatment is essential. 

The recent war has yielded valuable information 
regarding the care of pregnant women working 1n 
factories. The current English and French litera- 
tures show that with good care the pregnant woman 
can do considerable muscular work, even indoors. 
without injury. While the need for such supervision 
is today not as it was during the period of the war, 
the subject demands intelligent study and_ the 
co-operation of medical, civic, state, and national 
authorities. 
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The interruption of pregnancy should always be 
considered a serious matter. In the interests of the 
foetus, pelvic deformity is no longer regarded 2s a 
justifiable cause for the induction of labor. The de- 
cision to sacrifice embryonic or foetal life in the in- 
terests of the mother is not to be made lightly. The 
obstetrician must be sure of his ground before taking 
this important step. If a fair chance be given to 
obstetrical science, this necessity will not arise very 
frequently. 

In the interests of the public, much good can be 
accomplished by spreading accurate information 
among women concerning those conditions which 
most gravely threaten mother and child in preg- 
nancy. Epwarp L. CorneELL. 


Mcllwraith, K. C.: Obstetrics and the 
Canadian M. Ass. J., 1920, xX, 305. 


State. 


In England and Wales in 1900 there were 4.65 
maternal deaths per 1,000 living births and of these 
deaths 2.24 per 1,000 living births were due to sepsis 
(48 per cent of the total number). During the next 
ten years the rate steadily decreased until in 1910 
the total maternal mortality amounted to 3.69 
deaths per 1,000 living births and of these only 1.44 
were due to sepsis (39 per cent of the total number). 
The figures given do not include deaths from 
puerperal nephritis. From rorr to 1915 the rates on 
the same basis remained practically stationary, but 
including the deaths from nephritis, the total mater- 
nal mortality in this period was 4.2 deaths per 1,000 
living births, and the deaths from sepsis, 33 per cent 
of the total number. 

In the provisional registration area of the United 
States in 1910 the total maternal death rate was 
6.5 deaths per 1,000 living births and the corre- 
sponding death rate from sepsis, 2.9 (44 per cent). 
In New York the total maternal mortality was 10 
deaths per 1,000 living births, 5.7 of these being due 
to sepsis (over 50 per cent of the total number). 

In Ontario during the years from 1908 to 1918 
inclusive the figures furnished by the Registrar- 
General showed that the maternal mortality was 5.4 
deaths per 1,000 living births and that sepsis was the 
cause of 1.88 deaths per 1,000 living births (35 per 
cent of the total number). In 1909 the number of 
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deaths due to sepsis amounted to 33 per cent and in 
1918 to 31 per cent of the total maternal deaths. 

When the death of a woman of child-bearing age 
is reported in England or Wales the Registrar- 
General sends the physician a confidential letter 
requiring him to state whether the death was in any 
way connected with childbirth. The replies to a 
long series of such letters resulted in the trans- 
ference of nearly 8 per cent of the case records from 
the records of dea hs due to general causes to those 
of decths due to puerperal conditions. 

In England and Wales the improvement in the 
death rate has been attributed to the enactment of 
two measures—the Midwives Bill and the Health 
Insurance Act which includes maternity benefits. 
The maternity benefit insurance is compulsory and 
covers all wage earners whose annual income falls 
below a certain sum. Unmarried women as well as 
the wivcs of workers are insured agzinst the trials 
of maternity. The benefits consist of a cash bonus 
of thirty shillings and the provision of medical attend- 
ance. Rest for a period of six weeks is enforced and 
at least four of these weeks must be after the birth 
has taken place. Inasmuch as the rest is compulsory, 
it is deemed fair that when the insured is herself a 
worker she should be given as a benefit a fixed 
proportion of her weekly wage during that time. 
This is allowed in addition to the cash bonus. The 
Act was administered by co-operation with the local 
benefit societies and local government boards. 
More recently a Ministry of Health has been estab- 
lished which has sole charge of the administrative 
end of the work. The funds for insurance claims are 
provided by government contributions and a levy 
on the wages of the insured or her husband. In all 
countries in which any action has been taken along 
these lines, health insurance including maternity 
benefits clauses have been the objective. 

In addition to the measures mentioned, maternity 
and child-welfare centers have been established and 
a campaign of education and help has been begun. 

The chief causes responsible for puerperal deaths 
are meddlesome midwifery, injudicious and pre- 
mature use of the forceps, lack of aseptic conditions, 
and ignorance on the part of the public regarding 
the real dangers of parturition. C. H. Davis. 
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ADRENAL, KIDNEY, AND URETER 


McKinlay, C. A.: Epithelial Hyperplasia in Con- 
genital Cystic Kidneys. J. Urol., 1920, iv, 195. 


A review of the literature shows that most au- 
thors regard congenital cystic kidneys as a mal- 
formation or new growth. Few have entertained the 
idea that “ proliferation of the epithelial lining of the 
tubules, even attempts to form new, and possibly 
atypical tubules, may be evidence of compensa- 
tory effort by the healthy parenchyma of an organ 
whose efficiency has been handicapped by mal- 
formation.” 

The case cited to support this view was that of 
a man of 30 suffering from apoplexy. Autopsy re- 
vealed bilateral congenital cystic kidneys associated 
with cardiac hypertrophy, arteriosclerosis, and 
cerebral hemorihage. The microscopic study showed 
epithelial hyperplasia of the convoluted tubules 
with giant-cell formation dilatation of the tubules, 
papillomatous infoldings, and bud-like sprouts 
which were not unlike the pictures described in 
reports of cases of compensatory hyperplasia in the 
kidney. FRANK Hyman. 


Jacobson, V. C.: Pyelitis et Ureteritis et Cystitis 
Cystica. Bull. Johns Hopkins Hosp., 1920, xxxi, 
122. 


The term ‘“‘ureteritis chronica cystica polyposa,”’ 
was introduced by Litten in 1876. His patient was 
a man, aged 75 years, who had small, shrunken kid- 
neys and a dilated right ureter which was studded 
with cysts and contained a calculus. The right kid- 
ney was hydronephrotic. Microscopically the walls 
of the ureter were thin and highly vascularized. The 
cysts contained many free nuclei and masses re- 
sembling giant cells with irregularly distributed 
bodies resembling nuclei. 

Following Litten’s contribution, over 50 cases of 
ureteritis cystica have been reported, the greater 
number by European pathologists, particularly 
French and German. The Germans have given the 
most complete descriptions, however, and have at- 
tempted to explain the pathogenesis of the con- 
dition. In the latter part of the nineteenth century 
the disease was more widely recognized. In 1902 
Harris reported three cases from the Johns Hopkins 
pathological series. All three of the patients were 
aged persons and one was a woman. .In 1907, Stow 
added a fourth case, and in 1919 Hibbs reported a 
fifth. Recently in doing routine autopsies at the 
Peter Bent Brigham Hospital the author discovered 
three cases in as many weeks. In this article he 
reports these three cases in great detail, giving 
autopsy and microscopic diagnoses. His study he 
summarizes as follows: 


The condition described was a cystic inflammation 
of the pelvis, ureters, and bladder. 

It occurred in persons of either sex and 95 per 
cent of the cases were those of senile, arteriosclerotic 
persons who had a history of urinary inflammation 
or other disturbance. 

Two of the patients whose cases are reported in 
this article in detai] had had prostatic trouble, and 
the third, bilateral pelvic calculi. One had a double 
ureter. 

The pathogenesis of the condition is described as 
follows: 

1. In the aged arteriosclerosis of the ureteral 
and vesical arteries is followed by muscular atrophy, 
fibrous myositis, and loss of elastic tissue which may 
lead to atony of the ureter and bladder. 

2. By the marked infolding of the mucosa with 
fibroplasia in the tunica propria many cell nests of 
von Brunn are formed. 

An inflammatory irritant, usually from the 
pelvis or bladder, causes the formation of granula- 
tion tissue which heals over apposed tips of mucosal 
folds and increases the number or nests. In young 
persons this is probably the only source of these 
cells. 

4. The same irritant produces moderate pro- 
liferation of the isolated epithelial cells followed by 
central degeneration and fluid transudation, thus 
giving rise to microscopic and macroscopic cysts. 

In view of the large number of cell nests of 
von Brunn in the ureter and bladder of senile per- 
sons and the high incidence of urinary tract infec- 
tions in the aged, the author believes that cystic 
inflammation of the urinary tract is relatively com- 
mon in this class of patients. G. E. Betey. 


BLADDER, URETHRA, AND PENIS 


Formiggini, B.: A Contribution to the Histologic 
Study of the Mucosa in Extrophy of the Blad- 
der (Contributo allo studio istologico della mucosa 
vesicale extrofica). Riforma med., 1920, Xxxvi, 252 


The attention of surgeons has been directed almost 
entirely to devising satisfactory operative measures 
for the treatment of extrophy of the bladder. Little 
attention has been paid to the histologic peculiari 


ties of the mucosa in this condition. The research 
which has been made has demonstrated principally 
cylindrical epithelial and calciform cells, tracts o! 
mucosa somewhat similar to that of the intestines, 
and epidermal transformation of the epithelial cells 
of the mucosa. 

The facts reported in most cases were such that 
the alterations in the mucosa might be attributed 
to external agencies and operative manipulations on 
patients not in their early infancy. In the histo- 
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logic examination made by the author of mucosa 
removed from an infant fifteen days old these fac- 
tors were lacking as were the cylindrical cells and 
glandular formation mentioned by other investiga- 
tors. Similar findings were made by Enderlen in 
2 other cases of new-born infants. 

Righetti stated that if the presence of mucous 
epithelium in the bladder was due to an anomaly 
of development of the cloaca, similar structures 
would be found in the rectum which is of similar 
origin. This was found to be true and was verified 
also in the author’s case. Therefore Formiggini 
agrees with Righetti that the malformation occurs 
in the embryo at a very early period and is due to 
faulty development of the cloaca, the epithelium 
of which does not become differentiated but evolves 
according to the cylindrical and cubical types of 
cells alone. W. A. BRENNAN. 


Bonn, H. K.: Hour-Glass Bladder, with Report of 
an Operated Case. J. Indiana State M. Ass., 1920, 
xiii, 107. 

The author’s case was that of a man 60 years of 
age who complained of frequency, straining on 
urination, and hematuria. These symptoms had 


persisted for five years. Examination showed 12 oz. 
of residual urine containing pus, blood, and albumin, 
but no casts. Rectal examination revealed enlarge- 
ment of the prostate. Cystoscopy showed bilateral 
hypertrophy of the prostate and areas of acute and 
subacute cystitis. The cystoscopic examination was 
unsatisfactory on account of constant clouding of 


the medium in the bladder and was followed by 
complete retention. 

Two weeks later a suprapubic cystotomy was done 

under local anesthesia. Exploration of the bladder 
revealed a large upper cavity containing 20 oz. of 
urine which communicated with a smaller and lower 
compartment by a small, tight, round, ring-like 
opening which scarcely admitted the examining 
finger. This ring was 2 in. above the internal 
sphincter. The walls of the septum were continuous 
with the bladder wall. The lobes of the prostate 
were soft and about the size of a crab apple. The 
wound was closed with drainage into the lower 
cavity. Cystoscopy through the suprapubic wound 
failed to disclose the relation of the ureters to the 
septum posteriorly. 
_ At the second operation, two weeks later, it was 
found that the prostate had greatly decreased in 
size. Prostatectomy was therefore not done, but the 
posterior urethra was dilated by the introduction of 
the index finger. The ring and septum were divided 
anteriorly and resutured in the opposite plane. It 
was then easily possible to introduce four fingers. 
The septum contained all the coats of the bladder. 

The patient began voiding at the fifth week, and 
the suprapubic wound was closed at the end of nine 
weeks. 

A supplementary note gives the results observed 
about eight months later. At that time the bladder 
Capacity was 645 ccm. Cystoscopy showed the 
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original ring-like opening connecting the two 
cavities. Cystograms showed two cavities com- 
municating by a large opening. The residual urine 
amounted to 240 ccm. The patient catheterized 
himself once every other day and was feeling better 
than he had felt in years. 

The author briefly reviews the literature relating 
to diverticula of the bladder of which the hour-glass 
bladder is a variety. H. A. Fow er. 


Keene, F. E.: Circumscribed Pan-Mural Ulcerative 
Cystitis. Ann. Surg., 1920, |xxi, 479. 


The author reports ten cases of “elusive ulcer” 


of the urinary bladder. 

Although the condition is rare, Keene believes 
that many cases are overlooked because the earlier 
findings may vary only slightly from the normal. 

Hunner’s term “‘elusive ulcer”’ is unsatisfactory 
in that it gives no conception of the pathology. 
It is misleading also because it magnifies the 
importance of the ulcer which in reality is only 
a small portion and an end-result of an inflammation 
involving a considerable area of the bladder wall. 
Until recently the author spoke of the lesion as 
a “circumscribed parenchymatous ulcerative cys- 
titis.’’ Smith, however, suggested the substitution 
of the term “pan-mural” for the term ‘‘paren- 
chymatous,”’ and as this more nearly describes 
the pathology and the extent of the inflammation, 
it has been adopted also by Keene. 

In the cases reported there was thickening of the 
entire bladder wall with cedema and minute super- 
ficial ulcerations of the mucosa. The disease 
usually involves the vertex of the bladder but 
its extent varies. In distribution it is not “patchy” 
but limited to one section which is generally firmer 
than normal. It also may extend outside the 
bladder. 

The mucosa is thick and oedematous and stands 
out in sharp contrast to that of the normal bladder. 
The ulcers are superficial, single, or multiple, and 
present a clear, bright surface with sharply cut 
edges. 

Microscopically the picture is that of an inflam- 
mation involving the entire bladder wall and 
paravesical tissues. 

The cystoscopic picture is typical. The mucosa 
is oedematous and in color a diffuse dull pink. 

The ulcers resemble healthy areas of granulation 
tissue and are always superficial. They vary in 
size from 1 by 2 mm. to 4 by 5 mm. 

The symptoms in the cases observed by the 
author consisted of bladder pain and intense 
urgency and frequency of urination. The pain 
may radiate superficially down the leg or into the 
rectum. The symptoms are usually of long standing, 
the average duration being about four years. 

The urine may be normal, but usually contains 
an excess of leucocytes and erythrocytes. A normal 
appearing urine with a few leucocytes and erythro- 
cytes may be regarded as characteristic of the con- 
dition. 





148 


In the author’s opinion the ulceration is due to 
a non-tuberculous infection but infections in the 
tonsils, teeth, and sinuses are not etiological factors 
In some cases the urine is sterile. The clinical 
and pathologic findings suggest the possibility 
of a primary paracystitis, the changes found in 
the bladder being secondary. 

After using local applications Keene has come 
to the conclusion that the only adequate treat- 
ment is complete excision of the inflamed area. 
The extent of the excision should be determined 
by the extent of the oedema rather than the extent 
of the ulceration. 

In the cases reported the patients who were 
operated upon were cured and after varying lengths 
of time the capacity of the bladder became normal. 

G. J. Tuomas. 


Ballenger, E. G., and Elder, O. F.: The Manage- 
ment of Tumors of the Urinary Bladder. South. 
M. J., 1920, xili, 279. 


In practical work with the new growths of the 
bladder there are three well-recognized groups: 
(1) benign papillomata; (2) malignant papillomata 
(which sometimes may appear benign when viewed 
with the cystoscope, but microscopically are 
malignant and unlike the benign growths, may fail 
to respond to the high frequency current); and (3) 
papillary carcinomata and sarcomata which in- 
filtrate the bladder wall. 

There is but one symptom which is sufficiently 
constant to be of any value in the diagnosis, viz., 
hematuria. If there is no readily assignable cause 
for hematuria, such as inflammatory processes, 
traumatism, or tuberculosis of the genito-urinary 
tract, the presence of a neoplasm is suggested, and if 
the patient is in middle life, the neoplasm is probably 
a papilloma. The amount of blood in the urine may 
not be in proportion to the size of the papilloma. The 
most profuse hemorrhage from the bladder the 
authors have seen came from a benign papilloma not 
larger than a pea. The diagnosis of the neoplasm is 
confirmed when the growth is seen through the 
cystoscope. 

If the patient is under 35, if the neoplasm conforms 
to the type recognized as a papilloma, if the base is 
apparently not infiltrated, if there are no nodules 
around its attachment to the bladder wall, if it 
exhibits no ulcerations or erosions, and if cystitis and 
incrustations are absent the neoplasm is probably 
a benign papilloma. The most important difference 
between the benign and the malignant tumor is the 
prompt response of the benign tumor to the high 
frequency current. 

The exact status of radium in the treatment of 
bladder tumors is not yet definitely settled. Malig- 
nant papillomata may be treated either by fulgura- 
tion or excision. Papillary carcinomata should be 
treated by cautery excision. In the differentiation 
between malignant and non-malignant growths the 
principal point is the infiltration of the bladder wall 
as determined by the cystogram. 
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The author emphasizes the importance of impress- 
ing the medical profession as well as the public 
with the fact that blood in the urine demands a 
cystoscopic examination. Cystoscopic examinations 
done early in such cases will undoubtedly save 
many lives. V. D. Lesprnasse. 


Sieben, H.: Disturbance of the Bladder in Myelo- 
dysplasia (Die Stoerung der Blasenfunktion bei 
Myelodysplasia). Deutsche med. Wchnschr., 1920 
xlvi, 72. 


The frequency of enuresis during the war has 
aroused a new interest in the question as to how 
often the trouble is of purely functional origin and 
how often it is due to organic lesions. In a series of 
cases the author has been able to determine that 
spina bifida occulta with the always associated 
myelodysplasia is a frequent cause. The diagnosis 
of spina bifida in these cases was made on the basis 
of a shallow depression in the region of the upper 
sacral vertebre or the sacrococcygeal joint which 
continued downward as a band into the deeper 
structures. 

These cases are differentiated symptomaticall) 
from the purely functional type by the fact that in 
the former enuresis occurs also during the day. This 
fact should always lead to further investigation. I 
purely functional disturbance the emptying of 
the bladder occurs automatically during sleep; the 
bladder empties itself when a certain degree of dis 
tention has been reached. During waking hours 
this is prevented by the action of the internal 
sphincter and the voluntary muscle which during 
sleep is excluded. In myelodysplasia, however, th: 
center of bladder function in the sacral portion 0! 
the cord and in the conus terminalis is damaged and 
not sufficiently powerful to resist the desire t 
empty the bladder. J. HerzFexp (Z). 


Colston, J. A. C.: Observations on Gunshot 
Wounds of the Urethra. J. Urol., 1920, iv, 18:. 


Colston reports three cases observed in a base 
hospital in France which illustrate the principles 
to be followed in the treatment of gunshot wounds 
of the urethra. Such wounds are invariably associ 
ated with injuries to adjacent structures and the 
immediate mortality depends largely on the extent 


of these complicating wounds. There is usually 
obstruction to urination and oftena rapid extravasa- 
tion of urine. On this account immediate attentio! 
is urgent, but unfortunately on the battlefield th: 
wounded man is rarely operated upon within sis 
hours of the receipt of his wound. French statistics 
show a mortality of 56 per cent for non-complicate:! 
bladder wounds. In fifteen cases in which both the 
bladder and intestines were injured, only one patien! 
survived. 

The most urgent requirement is deviation of th 
stream of urine from the injured area and therefor: 
a suprapubic cystotomy should be performed im 
mediately. At the same time an external urethro'- 
omy should be done, the tract of the projectile 
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cleaned, and some attempt made at approximating 
the ruptured ends of the canal. It is rarely advisable, 
however, to attempt a plastic repair, as sutures al- 
most invariably become infected. External ure- 
throtomy alone should be done only in exceptional 
cases for although this operation is amply sufficient 
in cases of ruptured urethra seen in civil practice, 
gunshot wounds offer a different problem as there is 
danger of serious infection and adequate drainage 
must be obtained on account of the long journey 
which must be made to reach a base hospital. 
FRANK HInMAN. 


Stern, M.: A Plastic Operation for the Cure of 
Urethral Strictures. Jnternat. J. Surg., 1920, 
XXXiii, 100. 


The chief features of the plastic operation recom- 
mended by the author are: (1) isolation of the cor- 
pus spongiosum, including the bulb; (2) separation 
of the urethra from the urethral corpus spongiosum; 
(3) repair of the incision into the urethra with 
lateral suture to increase the size of the channel at 
the point where the stricture has been removed; 
(4) suturing of the structures over the urethra and 
the corpus spongiosum layer by layer; (5) suturing 
of the skin; and (6) the use of an indwelling catheter 
for several days. V. D. Lesprnasse. 


Churchman, J. W.: Hypospadias, with Particular 
Reference to the Operation of Bucknall. Ann. 
Surg., 1920, Ixxi, 486. 


The author reports a case of penoscrotal hypo- 
spadias cured by the operation of Bucknall. In his 
opinion this operation has not received the attention 
its surgical soundness warrants. He regards opera- 
tions for hypospadias as essentially problems in 
plastic surgery. 

The article contains a description of the operative 
techniques devised by twelve different surgeons for 
the correction of hypospadias. Churchman is not 
sure of the percentages of successes which have 
attended these operations, but is of the opinion that 
occasional successes are more apt to be reported 
than repeated failures. After judging these oper- 
ative procedures by the criteria of sound plastic 
surgery, he does not believe that any of them meet 
the test. 

The well-established principles of plastic surgery, 
as outlined by the author, are as follows: 

1. In every plastic operation there is the element 
of chance. The possibility of complete failure should 
always be taken into consideration and the question 
asked whether, in case this occurs, the patient will be 
worse off than before. 

2. Plastic operations should be devised so that 
broad surfaces, rather than cut edges, are approxi- 
mated. 

3. Tension must be avoided at all stages. 

4. The circulation of flaps must be reasonably 
preserved. 

5. Flaps must be held in position without the 
use of elaborate retention dressings. 
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6. The repair of the actual defect should be done 
in one stage. 

7. The purpose of a plastic operation is a perma- 
nent rather than a temporary result. Flaps should 
be devised therefore to allow for contracture and 
ultimate success should be planned for, even at the 
expense of neatness in the immediate result of the 
operation. 

8. The probability of success in a plastic opera- 
tion is always greatest, other things being equal, if 
infection is absent. 

After a detailed criticism of the soundness of the 
surgical procedures so far devised for the cure of 
hypospadias, the author emphasizes the great 
superiority of the Bucknall operation. The steps of 
this procedure are as follows: 

1. Correction of the curvature of the penis if 
indicated. 

2. The plastic operation. The penis is laid back 
on the pubis. Traction sutures are inserted into 
each side of the foreskin of the penis and into the 
corners of the lower border of the scrotum. Two 
parallel incisions, 4 in. apart, are made on either 
side of the urethral opening and on the ventral sur- 
face of the penis and scrotum. These incisions 
extend from the head of the penis to near the lowest 
border of the scrotum. The ends of the incisions 
are prolonged outward at right angles for about % 
in. Two lateral flaps, thus outlined, are dissected 
outward, a small strip of skin, 4 in. wide being left 
in the middle of the penis and scrotum which con- 
tains the opening of the urethra. This strip will 
later become the roof and floor of the urethra. 

After the flaps have been dissected the penis is 
flexed onto the scrotum with the hyposp dia: open- 
ing as a hinge. The lateral skin flaps are thus 
brought into flat approximation with each other 
like the leaves of a closed book. Mattress sutures 
are applied through the flaps and tied over small 
rubber tubes. Fine sutures are used and care is 
taken that they do not penetrate the new urethral 
tube. A No. 6 rubber catheter is stitched in place 
in the urethra and the penis is protected from the 
bed clothing by a chloroform mask suspended with 
a bandage from the waist. The catheter is allowed 
to remain in place for five days. Alternate stitches 
are removed the same day and the other stitches 
a few days later. 

The second stage is undertaken not sooner than 
twenty-one days after the first operation or when 
healing is complete. Before the incisions are begun 
a catheter is introduced into the urethra to protect 
it from injury during the dissection. Two incisions 
are made, one on each side of the penis, beginning 
about two finger-breaths above and lateral to its 
root. The incisions are continued downward over 
the scrotum and parallel with the penis to a point 
a short distance below the head of the penis as it 
rests on its bed on the scrotum. The incisions are 
connected by an incision made at right angles to 
them and across the lower border of the scrotum. 
In this way a large square flap with its pedicle up- 
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ward is outlined. This flap is carefully dissected 
upward, care being taken not to injure the urethra. 
The edges of the flap are sutured with interrupted 
sutures. They cover and form the under surface of 
the penis. The denuded portion of the scrotum is 
brought together with a few interrupted sutures. 
The author concludes his article with the state- 
ment that the entirely sound operation of Bucknall 
should not be complicated by other attempts at 
cosmetics until the real purpose of the operation 
the correction of the hypospadias has been achieved. 
G, J. Tomas. 


Fagge, C. H.: Circumcision; Abstract of Clinical 
Lecture. Guy's Hosp. Gaz., Lond., 1920, xxxiv, 99. 


On the basis of eighteen years’ experience the 
author concludes that circumcision is not to be re- 
garded as a minor operation entirely free from 
danger. In his opinion it is more serious than 
tonsillectomy. The operation should be done only 
under strict indications. Fagge claims that per se 
it is not important in the treatment or the prophy- 
laxis of masturbation, enuresis, or venereal disease. 
Letters from various practitioners supporting this 
view are cited. J. S. E’Senstaept. 


GENITAL ORGANS 


Hoffmann, W. H.: The Venereal Granuloma (Das 
venerische Granulom). Muenchen. med. Wchnschr., 
1920, Ixvii, 150. 


In 1896 a new granulating venereal tumor was 
described in Guyana. The infection is transmitted 
by sexual intercourse and occurs in whites as well 
as in blacks, but is only sporadic in the Tropics. 
It begins as a slightly itching pustule or papule on 
the skin of the penis or scrotum or the lesser labia. 
The length of the incubation period is not known. 
The nodule ulcerates and gives off a foul secretion 
in which the causal organism is found. The condi- 
tion spreads by the formation of new papules or 
pustules near the edge of the ulcer. The granula- 
tions continue beneath the skin until gradually the 
inguinal region, perineum, and anal region become 
involved. If the mucosa of the rectum or vagina 
are attacked, stenosis of these parts may result. 
In the most severe cases the ulceration may invade 
the bladder or abdominal cavity. Characteristic 
of the condition is the fact that the inguinal glands 
do not become ulcerated although they may be 
inflamed and swollen. 

In the typical case the venereal granuloma shows 
an ulcer with a sunken base, which has a foul odor 
and a cauliflower edge. The disease has a tendency 
to form central scarring, it may last from ten to 
twenty years, it causes no pain or other disturbances 
of the general health, it occasionally heals sponta- 
neously, and only rarely causes death due to pye- 
mia or loss of secretions. Immunity apparently is 
not induced by an attack of the infection and so far 
no attempts have been made to induce artificial 
immunity against it. 
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Histologically the tumor resembles a rhinoscler- 
oma with numerous plasma cells in the upper half 
of the cutis. The epidermis thins out over this 
granulating mass and finally the ulceration breaks 
through. There are no giant cells in the tumor. 

The causal factor has been proved to be the ‘cal- 
ymmato bacterium granulomatis,” a capsulated, 
deeply staining bacillus resembling the scleroma 
bacillus and the Friedlander pneumobacillus. It is 
found in the secretion of the ulcer, more frequently 
in the plasma of the large mononucleated cells of 
the ulcer edge, in groups of 15 or 20. Injection 
into the peritoneal cavity of rabbits, guinea pigs. 
and rats cf the bacilli grown upon media containing 
maltose causes death within from twenty-four to 
forty-eight hours but without the characteristi: 
findings of the disease in man. 

In the differential diagnosis only the malignant 
forms of soft chancre must be considered and the 
diagnosis can be made from the discovery oi 
the causal bacillus and the improvement which 
follows treatment with pure carbolic acid. Mercury, 
iodides and salvarsan are of no value in this condi- 
tion. Recently patients have been given injections 
of from 60 to 120 ccm. of a 1 per cent solution o! 
antimony tartrate in normal salt solution every 
two, three, or four days. This solution is sterilized 
by cold filtration and is given intravenously. After 
from 8 to 15 injections the causal organisms usually 
disappear and healing occurs slowly with sca: 
formation. KemprF (Z). 


Wishard, W. N., and Hamer, H. G.: Résumé of the 
Past Two Years’ Prostatic Work. J. Jndiani 
State M. Ass., 1920, xiii, 111. 


This paper supplements the report on prostatic 
hypertrophy made by the authors two years ago. 
An improvement in the mortality statistics is 
attributed to the fact that patients seek relief earlier 
while their condition is still good; prolonged pre- 
liminary treatment is given when necessary; a care 
ful study is made of the bodily functions; the 
operative procedure is adapted to the individual 
case; the anesthetic is chosen judiciously; and the 
patient is given better postoperative care and nurs 
ing. 

If the patient’s condition is good the operation 
may be performed in one stage. 

Hemorrhage is controlled in any of several ways: 
by the use of gauze packing, suturing of the torn 
mucosa, ligation of bleeding points, implantation of 
fat, and pressure by means of a rubber bag, etc. 

The results in 120 cases recently operated upon 
are analyzed. The majority of these patients were 
between 60 and 80 years old. Two were over 8o 
years; the oldest, 84 years. The chief symptoms 
were frequency, 63 cases; difficulty in voiding. 34 
cases; incontinence or dribbling, 3 cases; acute reten- 
tion, r case. The duration of the symptoms varied 
from one to more than twenty years. The amount of 
residual urine varied from less than 1 oz. to more 
than 30 oz. A catheter had been used in 48 cases. 
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The suprapubic operation was used in all in- 
stances and 87 of the operations were done in two 
stages. The interval between the first and second 
steps varied between ten days and four months. 
The average stay in the hospital was four and a half 
weeks. The minimum stay was seventeen days. 

Of the 120 patients, 2 died in the hospital shortly 
after the operation: 1 on the seventeenth day from 
uremia, the other from renal insufficiency on the 
thirteenth day. Four died since leaving the hospital, 
one each from scirrhous carcinoma, uremia, bilateral 
pyonephrosis, and carcinoma. H. A. Fow er. 


Rohleder: Organotherapy of Prostatism (Prostatic 
Hyrertrophy and Atrophy) (Organotherapie des 
Prostatismus; Prostatanhyper- und Atrophy). 
Deutsche med. Wchnschr., 1920, xlvi, 70. 


As the specific secretion of the testicular con- 
nective tissue, its hormone, seemed to exert an 
effect upon the glandular tissue of the prostate. 
Rohleder has used the Henning spermin prepara- 
tions (testogen and hormospermin) in cases of 
prostatic hypertrophy and atrophy. These prepara- 
tions were of the most benefit in the early stages of 
the condition when there was retention of urine 
without residual urine. They were of some value 
also in the second stage, but of no value in the third 
stage. The results were only transitory, however, 
never permanent. Two case histories are given. 

G. Scumipr (Z). 


Ochsner, A. J.: Prostatectomy. Surg. Clin. Chicago, 
1920, iv, 233. 

The author describes a two-stage perineal pros- 
tatectomy. 

First stage: Under ether anesthesia a cystotomy 
is done, the bladder having been previously filled 
with a 1:4,000 potassium permanganate solution. 
The first incision is made 3 cm. in length directly 
above the pubic bone and the bladder is opened by 
a linear incision 1 cm. in length. A double drainage 
tube is placed in this opening and the wound packed 
with gauze. Drainage is continued for from one to 
three weeks. 

Second stage: Under ether anesthesia a grooved 
curved sound is passed into the bladder through the 
urethra and an incision reaching halfway between 
the anus and the tubercle of the ischium to point 
halfway between the anus and the scrotum is made. 
The sound is cut down upon and a blunt-pointed 
knife, ground to fit the groove, is passed into the 
bladder, cutting the urethra which is held close to 
the pubis to prevent injury to the scrotum. The 
sound is then withdrawn and the finger is passed 
through the wound and into the capsule of the pros- 
tate, the gland being separated at the cleavage 
line. The adhesions are cut and the two lobes 
loosened and withdrawn with Young’s prostatic 
forceps passed through the wound. Supernumerary 
lobes are similarly removed. The bladder neck 
and the capsule are grasped in Allis forceps and 
a double drainage tube with perforations is passed 
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into the bladder. Gauze is packed into the capsule 
alongside the catheter to control bleeding. As 
the supiapubic tube still remains in place, clots do 
not interfere with drainage. The perineal tube and 
packs are removed on the second day and the 
suprapubic tube in one week. The patient is al- 
lowed to get up in from three to seven days and the 
urine is passed normally in from ten to twenty days. 
The advantages of this operation are that it can 
be done in the same time as a suprapubic operation 
and through a smaller incision and gives rise to 
fewer adhesions. Jn young patients with mild ob- 
struction and no bladder or kidney complications a 
perineal prostatectomy can be done without a 
cystotomy. The cystotomy is preferable to the use of 
a trocar and catheter as there is less chance that it 
will be followed by cellulitis. The operation can be 
done under spinal anesthesia. FRANK HinMAn. 


MISCELLANEOUS 


Lick, M.: The Cystoscopic Diagnosis and Treat- 
ment of Certain Lesions of the Genito-Urinary 
Tract. Pennsylvania M. J., 1920, xxiii, 404. 


The author cites the characteristic cystoscopic 
findings in cases of cystitis, pyelitis, calculi, and 
tuberculosis. He is enthusiastic regarding pelvic 
lavage in the treatment of pyelitis in pregnancy. 
The indigo-carmin test he regards as the best all- 
around test for the determination of renal function. 

The deductions made by the author are the usual 
ones made in typical cases such as those reported. 
There is nothing new in the report as a whole and 
none of the cases are extraordinary. 

J. S. E1sENSTAEDT. 


Zerbino, V.: Purulent Affections of the Urinary 
Passages in Nursing Infants (Afecciones puru- 
lentas de las vias urinarias en el lactante). Rev. 
méd. de Uruguay, 1920, xxiii, 19. 

For a definite and accurate diagnosis of affections 
of the urinary passages in infants a systematic gen- 
eral examination is essential. To illustrate the neces- 
sity for such an examination the author gives in detail 
the histories of two cases in which the general symp- 
toms of a rhinopharyngitis were present. These 
symptoms consisted of depression and irritability, 
high fever with remissions, yellowish ashen color of 
the skin, pallid mucous surfaces, thirst, a coated 
tongue, moderate diarrhoea, and vomiting. Physical 
examinations of the chest and gastro-intestinal tract 
were negative. There were no meningeal symptoms 
nor other manifestations of pathology to account for 
the clinical picture. The etiology of the condition 
would have escaped detection if an examination of 
the urine had not shown large numbers of pus cells. 
The symptoms common in older children in affec- 
tions of the urinary tract—increased frequency, 
dysuria, opalescent urine with mucous threads, 
hypogastric and lumbar pain, and tenderness to 
palpation over the kidneys—are of no value in the 
cases of infants. 
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Certain signs of special value in infants are the 
pallid mucous surfaces and the ochre tint of the 
skin. This color is generalized but more manifest 
in the face, palms of the hands, and soles of the feet. 
It is an earthen or ashen tint. The mucous surfaces 
are pale because of anemia with both oligocythe- 
mia and oligochromemia. This appearance is usu- 
ally manifested at the end of the first two days. 

Another valuable but inconstant sign is the infil- 
tration of the face. The eyelids, cheeks, and lips 
may become moderately infiltrated and oedematous, 
especially in the morning. Irritability and sleep- 
lessness are marked. Fever is often very high, oscil- 
lating between 38 and 4o degrees C., and may be 
associated with convulsions. In some cases fever is 
absent entirely but usually it is persistent, irregular, 
and remittent. Vomiting is frequent and generally 
follows nursing. 

Urotropin, stlol, hot baths, and vaccines are used 
in the treatment. Urotropin is given in large doses, 
as much as 40 to 70 gr. per day. Alkaline diuretics 
may be given to lower the acidity of the urine, 
although the antiseptic action of the urotropin 
depends on the acidity of the urine. Occasionally 
pyelitis resists any form of treatment, the exacerba- 
tions and remissions continuing for weeks. In such 
cases autogenous vaccines may be tried. The author 
cites a case which responded readily to this form of 
treatment after other means had failed. 

W. R. MEEKER. 


Keyes, E. L.: Problems Concerning Urinary Calculi. 
Internat. J. Surg., 1920, xxxiii, 120. 

Urate stones are found more frequently in the 
bladder and oxalates more often in the kidney. 
Both probably form in the kidney pelvis, but the 
rough oxalate stone is retained there, while the 
smooth urate stone may pass unnoticed to the 
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bladder. The passage of renal calculi through the 
ureter may be wholly without symptoms. Ureteral 
colic is comparable to the cramp in the leg of a 
swimmer and probably not helpful. Operation for 
ureteral stone is indicated when alarming symp- 
toms develop, the stone does not progress, and the 
stone is more than 0.5 cm. in diameter. The shape 
of the calculus, however, rather than its size deter- 
mines the rapidity of its passage down the ureter. 

In operating on bilateral stones operate first on 
the kidney with the better function. This is usually 
the kidney giving painful symptoms. Impaction 
of the stone in the ureter may temporarily reduce 
its function below that of its fellow. In some cases 
it may be practicable to operate upon both kidneys 
at once. In emergency cases provide drainage, 
preferably by pyelotomy. In cases of anuria the 
drainage should always be bilateral. Search for 
the stones should be made later. Geraghty’s 
formula of deficient kidney function is helpful 

In 239 cases studied bilateral renal calculi were 
found in 25 per cent and calculi in both bladder and 
kidney in 4 per cent. The kidneys passed all of the 
stones in only 28 per cent. In 1o per cent the stones 
were arrested in the bladder or urethra, more than 
one-third being retained in the kidney pelvis and 
less than one-third in the ureter. If the urinary 
tract is clear after the passage of the first calculus, 
subsequent stones forming in that kidney will 
probably pass. Stones may be present for a long 
lifetime without causing symptoms and if they have 
grown so large that nephrotomy is required their 
removal is dangerous. Single kidney is not a 
contra-indication to the removal of calculi. 

In order to overcome infection due to stone it is 
important to massage the prostate, give urinary 
antiseptics, and provide proper drainage of the 
ureters and bladder. V. D. Lesprnassr. 





SURGERY OF THE EYE AND EAR 


EYE 


Weeks, J. E., and Greenwood A.: Enucleation of the 
Eyeball and Its Substitute Operations. Surg., 
Gynec. & Obst., 1920, XXx, 410. 


The absolute indications for enucleation accord- 
ing to Weeks are: (1) intra-ocular growth; (2) a 
greatly shrunken eyeball; and (3) threatened 
sympathetic inflammation of the other eye. In the 
technique of enucleation it is essential: 

1. To retain all conjunctiva possible. 

2. To dissect close to the sclera, removing no 
more extrabulbar tissue than is absolutely necessary. 

3 When an intra-ocular tumor is present to 
remove at least 1 cm. of the optic nerve next to the 
eyeball; otherwise, to sever the optic nerve quite 
close to the eyeball. 

4. In dividing the optic nerve to cut from the 
nasal side in order to avoid perforating the os planum 
of the ethmoid. 

Substitute operations are done for the purpose of 
producing better cosmetic results. Such operations 
are many and consist of ether the removal of the 
entire globe with the implantation of some sub- 
stance into Tenon’s capsule or the removal of a 
portion of the eyeball with or without implantation. 
Weeks mentions about twenty different operations. 

Greenwood, in discussing the paper by Wecks, 
stated that he has used large hollow glass spheres 
20 mm. in diameter which he securely implants in 
Tenon’s capsule and over which he sews the mus- 
cles. There was only 1 case of extrusion in about 200 
cases. When the operation is properly done the up- 
per lid does not sink in. T. D. ALLEN. 


EAR 


Jones, C. C.: Conservative Surgery of the Lateral 
Sinus. Ann. Olol., Rhinol. & Laryngol., 19109, 
XxVill, 1164. 

From a study of the literature including 50 case 
reports, a summary of the answers to a question- 
naire sent to 100 of the leading otologists of the 
country, and his own case reports, the author has 
drawn the following conclusions: 

1. The mortality following sinus operations is as 
great when there is routine ligation of the jugular 
vein as when the ligation is reserved for the severe 
cases. 

2. The sinus should always be exposed before 
ligation of the jugular. 

3. Ligation and resection of the jugular vein in 
thrombosis of the lateral sinus is a valuable pro- 
cedure, but should be used only in cases in which 
there is undoubted evidence of septicemia or a 
thrombosis of the vein. 


4. The sinus should be exposed in cases of mas- 
toiditis in which the temperature is high. 

5. In thrombosis of the lateral sinus with absence 
of positive signs of septicemia or thrombosis of the 
jugular vein the thrombus should be removed and 
developments awaited before the jugular vein is 
ligated or resected. 

6. Thrombosis of the lateral sinus complicating 
mastoiditis is comparatively frequent and every 
otologist should be able to treat it scientifically. 

7. Thrombosis of the sinus is nature’s way of 
ligating, and all that is necessary in the majority of 
such cases is to open the sinus and remove the throm- 
bus. 

8. Except in selected cases, the ligation of the 
jugular vein in thrombosis of the sinus is radical and 
unnecessary. O. M. Rort. 


Smurthwaite, H.: A Lesson of the War: Supp ura 
tive Middle-Ear Disease. Brii. M.J., 1920, i, 467 


Of 5,000 patients treated during one year in the 
Ear, Nose, and Throat Department of the military 
hospital at Tidworth, 890 had chronic suppurating 
ear disease. The period of disability ranged from a 
few months to many years. The chief complaint 
was partial deafness which kept the patient from 
the firing line. Most of the men were anemic from 
prolonged suppuration and had obtained no relief 
from local treatment. 

Chronic suppurative ear conditions would be 
enormously reduced if early systematic prophylactic 
measures were instituted. Every fever hospital 
should have an otologist to treat acute ear condi- 
tions. The author cites the case of a patient who was 
a carrier of diphtheria bacilli; the organism was 
found in the aural discharge and the ear Condition 
was the result of a diphtheritic throat. 

The most favorable time at which to effect a per- 
manent cure is during the earliest stages of the 
disease. During the first two months there is no 
marked fibrous change in the lining membrane of 
the middle ear and the hearing still remains un- 
impaired. 

The pathology of acute middle-ear disease is 
similar to acute inflammation of the mucous mem- 
brane elsewhere in the body. The condition begins 
in the posterior nares with congestion and swelling, 
and then extends up the tube to the middle ear 
where serous fluid collects. Becoming septic, this 
causes the formation of an abscess. If the in- 
flammation spreads so rapidly that the antrum and 
mastoid cells become involved before the drum 
ruptures, an acute mastoid abscess develops. It 
is therefore essential to incise the drum as soon as 
fluid in the middle ear produces definite bulging and 
shows no indication of subsiding. The patient 
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should be put to bed and given a brisk calomel 
purge. Nose and throat trouble should be cared for 
immediately. The gentle use of the Politzer bag 
will open the eustachean tube and force fluid out 
of the middle ear. Gentle suction may be used also 
to draw the fluid from the ear. A pledget of cotton 
wool soaked in flavine or 50 per cent rectified spirit 
may then be plugged in the canal up to the drum 
and should be changed every few hours. Ten per 
cent phenol in glycerin or chloroform dropped into 
the ear will give relief from pain. Hot fomentations 
and steam inhalations are also soothing. 

Men with ear diseases are from 10 to 70 per cent 
less efficient in the labor world. The poorer classes 
take casual notice of suppurative ear disease unless 
it is associated with pain. If, by propaganda, the 
poor and working classes could be made to realize 
that a running ear may lead to deafness and if they 
could be induced to go to a physician for advice 
at the onset of the condition the efficiency of the 
nation as a whole would be greatly increased. 

W. J. GREENFIELD. 


Davis, G. E.: Blood-Clot Dressing in Mastoidec- 
tomy: A Modified Technique Which Insures 
Primary Painless Healing without Deformity. 
Second Report. NV. York State J. M., 1920, xx, 
38. 


In this report Davis discusses: (1) the intimate 
anatomical relation between the tympanic cavity 
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and the mastoid antrum and the bearing of this 
relationship on the infection of the clot, (2) the 
impossibility of extirpating absolutely every particle 
of pathologic and infected tissue by any operative 
technique, and (3) the desirability of supplanting 
the operative or mechanical treatment by a chemical] 
or antiseptic method so used that it would not im- 
pair the natural bactericidal properties of the tis- 
sues and blood clot. 

To reduce the chances of infection of the blood 
clot from the typanum, the author makes a free 
incision in the drum and then irrigates 3 per cent 
iodine solution into the canal through the aditus, 
tympanum, and drum. After the iodine solution 
warm alcohol is used and then normal saline solu- 
tion. 

In order to overcome any infection which may re- 
main in the mastoid cavity, the cavity is packed 
with iodoform gauze and the wound sutured to the 
lower angle, just enough space being left for the pro- 
jection of the gauze. In twenty-four hours the 
gauze is removed. The bleeding occasioned thereby 
fills the cavity. In three to four days after painting 
the wound with 3 per cent iodine solution the stitches 
are removed. 

The author is convinced that wound cavities 
should never be packed, that antiseptics are not 
detrimental to the bactericidal properties of the 
blood clot, and that in most cases his technique wil] 
bring about primary healing. O. M. Rott. 

















NOSE 


Dupuy, H.: The Maxillary Sinus in the Réle of a 
Reservoir for Overlying Sinus Disease. South. 
M.J., 1920, xiii, 287. 


Dupuy considers every chronic maxillary sinus 
affection to be of the reservoir type until the reverse 
is proven. If after the antrum is washed, pus re- 
appears in the middle meatus within two hours, 
the disease is in the fronto-ethmoidal sinuses. 
In the reservoir type of affection it must be deter- 
mined whether the maxillary sinus is itself diseased, 
or simply a receptacle for the accumulation of pus. 
This may be determined by irrigating the sinus 
several times at intervals of forty-eight hours. 
The reappearance of pus at each irrigation is con- 
clusive evidence of a genuine sinus infection. 

In order that the method described may be of the 
greatest diagnostic value, proper drainage from the 
fronto-ethmoid region must have been established 
before it is used. To this end, a middle turbinectomy 
should be done, all bony projections in the hiatus, 
especially those formed by the uncinate process 
and bulba ethmoidalis, being pared off and polypoid 
masses resected. In fact, the removal of any 
and all structural hindrances is indicated. All this 
is necessary to make the line of least resistance for 
fluids in the hiatus away from, rather than toward, 
the maxillary sinus. 

The author draws attention to the fact that often 
in cases of maxillary sinusitis associated with dis- 
eased teeth the sinusitis is the cause rather than the 
result of the dental infection. O. M. Rort. 


Briggs, H. H.: An Orbitopalatal Route of Transil- 
luminating the Maxillary Sinus. South. M. J.. 
1920, xiii, 284. 

The orbitopalatal route of transilluminating the 
maxillary sinus described by the author is utilized 
in the following way: The patient, who is seated on 
a high stool, is requested to tilt the head backward, 
to close the eyes, and to open the mouth soas to bring 
the hard palate into view. The light is placed a few 
millimeters below the margin of the lower lid, pushed 
inward and pointed downward until the infra- 
orbital ridge is well passed. With the cheek re- 
tracted an area of pink will then be seen on that 
portion of the roof of the mouth and outer antral 
wall surrounding the molars which corresponds to 
the floor of the antrum. 

The advantages of the method are as follows: 

1. The route offers little resistance to the rays. 

2. The light passes more nearly through the cen- 
ter of the antrum, through opposite instead of ad- 
jJacent walls, and therefore through a greater extent 
of abnormal structures. 
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3. The exit of light is through the wall containing, 
or adjacent to, the pathologic condition. This is 
advantageous for the same reason that the roent- 
genologist places next to the plate the surface near- 
est the foreign body to be shown. O. M. Rorrt. 


Smith, O. A.: Primary Carcinoma of the Nasophar- 
ynx, with Report of a Case. J. Missouri Slate 
M. Ass., 1920, xvii, 62. 


Carcinoma of the nasopharynx usually begins in 
the vault or on the posterior wall. Extension may 
take place in one of three directions: (1) by the 
pharyngeal route; (2) by the nasal route; or (3) by 
the posterior or cranial route. 

Visceral metastases are rarely produced but 
adenopathy is a very early symptom. 

In the case reported by the author the mass was 
removed by means of a La Force adenotome and 
curette. In six weeks the growth reappeared, a large 
swelling developed under the angle of the jaw, and 
the cervical glands became greatly enlarged. Death 
occurred six months after the primary operation. 
There was never any evidence of metastasis to the 
abdomen. O. M. Rorr. 


Embleton, D.: Sphenoidal Empyema and Epidemic 
Cerebrospinal Fever. J. Royal Army M. Corps, 
Lond., 1920, xxxiv, 236. 


Evidence obtained largely in a series of 34 autop- 
sies shows that an empyema of the sphenoidal 
sinus may be the determining factor in the onset 
of meningitis due to the meningococcus. In the 
34 autopsies sphenoidal sinus empyema was found 
32 times. The series embraced all the clinical types 
of the disease, the bodies being those of patients 
who died (1) in the acuteattack; (2)ina recrudescence 
developing between the fifth and the twelfth days;, 
(3) from hydrocephalus after partial recovery; (4) 
from a relapse months after the first onset. 

A sphenoidal empyema is defined as a sphenoid 
sinus filled with pus or muco-pus and lined by a 
congested mucous membrane.. Possibly because of 
the fact that local military cantonment conditions 
hindered prompt laboratory work, the meningo- 
coccus was found only 20 times in the sinus and 3 
times in the sphenoid bone. However, in all but 1 
of a previous series of 30 cases the type of meningo- 
coccus found in the cerebrospinal fluid was identical 
with that found in the nose of the same patient. 

In the pathogenesis of epidemic cerebrospinal 
meningitis the nasopharynx is undoubtedly the 
site of the primary infection. Here the meningo- 
coccus has been demonstrated in carriers, in the 
incubation period, early in the acute attack, in 
meningococcus pneumonia, etc. The infection is 
spread from the nose. The carrier infection was 
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found with marked frequency but the development 
of meningitis was comparatively rare. Carriers and 
contacts always suffered from “colds” which were 
characterized at first by a profuse watery nasal 
discharge showing meningococci in pure culture. 
Later this discharge was less fluid and more sticky. 
Therefore nasal catarrh seemed the natural disease 
produced by this organism and meningitis developed 
only when some other factor was introduced. 
This other factor is not necessarily an increased 
virulence in the meningococci of a single type for 
two and three types have been found in the same 
epidemic. 

Granting that sphenoidal empyema is a step in 
the development of meningitis, mixed infection 
does not necessarily precede the empyema for in 
some cases the empyema has shown the meningo- 
coccus in pure culture. If it is assumed from its 
frequent occurrence that sphenoida! sinus empyema 
determines the onset of meningitis, any causes 
leading to the inflammatory closure of the ostia 
may be accepted as determining factors. Such 
factors may be a mixed infection, a vigorous men- 
ingococcal infection in a susceptible individual, and 
local anatomical and pathologic peculiarities. 

The probability that sphenoidal sinus empyema is 
the chief factor in produc ng meningitis is indi- 
cated by the fact that suchan empyema was found 
in 32 of the 34 autopsies upon which Embleton’s 
paper is based and the 2 bodies in which it was not 
found were those of patients who died Jong enough 
after the onset for the empyema to have cleared 
up. In the examination of carriers who had com- 
pletely recovered no meningococci were found in the 
sinus. Forty-seven patients who were acutely 
attacked but had completely recovered showed no 
sphenoidalempyema. The condition was discovered, 
however, in each of a series of 5 patients operated 
upon for hydrocephalus. 

If with early and vigorous serum treatment the 
sphenoidal sinus empyema disappears, recovery 
will probably follow; if the empyema persists, a 
relapse or hydrocephalus will result. The author 
does not favor drainage of the sinus during the 
acute stage as 3 patients died following such treat- 
ment. 

There was no evidence in the series of autopsies 
reported to show that the meningococci pass from 
the nasal mucosa to the meninges by way of the 
cribriform plate of the ethmoid. Every cribriform 
plate was free from macroscopic signs of inflamma- 
tion. The author considers infection by way of the 
pituitary body, perineural-lymphatics, or middle ear 
as improbable. On the other hand there was evi- 
dence of direct spread through the sphenoid bone in 
7 cases of the series and in 3 such cases the meningo- 
coccus was found. Other possible routes are the 
systemic lymphatics and the blood stream. 

Der onstrating the relationship bet ween persistent 
hydrocephalus and sphenoidal empyema was the fact 
that each of a series of 10 hydrocephalus cases 
showed the latter condition. As in 7 of the 10 cases 
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pus was found in the cerebrospinal fluid in the 
ventricles while the fluid from the lumbar cord was 
clear, there is apparently a close local connection 
between the hydrocephalus and the sphenoid 
source. The former develops from chronic infection 
about the foramina of Luschka and Magendie which 
appears also to involve the ventricles. The route of 
entrance is probably the blood stream. 

The author summarizes the course of nasal men- 
ingococcus infection as follows: 

1. Simple catarrh followed by recovery or chronic 
infection. 

2. Vigorous nasal reaction and sphenoidal sinus 
empyema with possibly septicemia and meningitis. 

3. Disappearance of the empyema followed by 
cure of the infection or death. 

4. If the empyema remains and is active, death 
is probable. If the empyema remains quiescent, 
there may bea recrudescence, a relapse, or a smold- 
ering infection with hydrocephalus. 

Operation on the sphenoidal empyema always 
increases the symptoms, even in patients who re- 
cover. Operation during the acute stage is danger- 
ous. J. D. Cook. 


THROAT 


Guthrie, D.: Syphilis of the Throat, Nose, and Ear; 
Its Diagnosis and Treatment. Practitioner, 1920, 
Civ, 131. 

In the pharynx the most common lesion of syphilis 
is a mucus patch located on the tonsil, the faucial 
pillars, the tongue, and the inner aspect of the lips. 
Chancre also occurs and is characterized by cartilag- 
inous induration which is felt on palpation with the 
gloved finger, involvement of only one tonsil, 
enlargement of the cervical glands, and the persist- 
ence of the lesion for several weeks. 

Another syphilitic lesion in the pharynx is the 
gumma. This appears as a hard, purplish swelling 
which attacks the palate, the posterior pharyngeal 
wall, or less frequently, the tonsil. It soon breaks 
down at its center, becoming an ulcer with a green- 
ish-yellow base, red indurated edges, and a “ punched 
out’ appearance which is often quite characteristic. 
The palate may be perforated and the soft palate 
and posterior pharyngeal wall may be bound to- 
gether in a cicatricial mass. 

The common lesion of nasal syphilis is the 
tertiary gumma usually found on the bony septum. 

Laryngeal syphilis is usually of the tertiary type 
and takes the form of a diffuse infiltration. 

The external and middle ear are rarely affected 
by syphilis. It is in the inner ear and its associated 
nerve elements that the disease is most destructive. 
About 5 per cent of syphilitics are affected in this 
region. The cochlear and vestibular branches may 
be attacked singly or together. A characteristic 
effect of cochlear involvement is shortening of bone 
conduction. Syphilis of the inner ear may occur at 
any stage of the disease. It is a neuro-recurrence 
due to the syphilitic virus. 











In the treatment reliance must be placed chiefly 
on the general treatment with mercury, potassium 
jodide, and the arsenical preparations. Local treat- 
ment is essential but is subsidiary to general 
therapy. 

After mentioning the various well-known mercury 
preparations, the author states that each case must 
be judged individually as there is no definite routine 
treatment for syphilis and every authority has his 
own favorite method. O. M. Rorr. 


Clendening, L.: The Cause of Abscess of the Lung 
after Tonsillectomy. J. Am. M. Ass., 1920, 
Ixxiv, 941. 


During the last few years the incidence of lung 
abscess following tonsillectomy has _ increased. 
After reviewing the most generally accepted theo- 
ries regarding the etiology of this complication the 
author comes to the conclusion that the two most 
probable causes are: (1) the forcing of septic tissue 
into the lungs by motor-driven anesthesia appara- 
tus, and (2) some direct relation between the tonsil 
and the lung, probably through the lymphatics. 

Among records of cases in which the anesthesia 
was maintained by means of motor-driven apparatus 
Clendening found those of 3 cases of postoperative 
lung abscess and those of 2 cases of postoperative 
bronchopneumonia. While providing a good field 
for the operator, the motor-driven anesthesia 
apparatus feeds the ether spray into the posterior 
pharynx under sufficiently high pressure to balloon 
out the posterior space and carry infected tissue 
past the glottis into the lung. Even when the head 
is low, material accumulates in this posterior space 
and the pressure from the machine, being continu- 
ous, inhibits coughing. 

In proof of his second contention, that the direct 
path of infection from the tonsils to the lung is 
probably by way of the lymphatics, the author 
cites one case, that of a man whose excessive sputum 
and persistent cough disappeared after tonsillectomy, 
and a second case, one of Richardson’s, in which 
lung abscess followed postoperative hemorrhage 
and pharyngeal treatment. Moreover, the experi- 
ments of Grober with India ink seem to indicate the 
presence of this direct pathway and the tonsils have 
long been considered a primary focus in pulmonary 
tuberculosis. To prevent infection by this route the 
author warns against persistent effort to remove 
every particle of tonsil tissue and states that some 
method of controlling hemorrhage other than pack- 
ing the raw tonsillar fossa in the septic oral cavity 
would be of great value. J. D. Cook. 


New, G. B., and Clark, C. M.: Angiomata of the 
Larynx; Report of Three Cases. Ann. Olol., 
Rhinol. & Laryngol., 1919, xxviii, 1025. 

The authors accept the usual histologic classifica- 
tion of angiomata: (1) hemangiomata, either simple 
or cavernous; (2) lymphangiomata; and, added for 
clinical convenience, (3) pseudo-angiomata includ- 
ing the varices and lymphectases. 
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The rarity of the true vascular tumor is evident 
from the fact that from: the first diagnosis, which 
was made by Fauvel in 1876, only 55 conclusively 
proved cases have been reported and in a series of 
217 true laryngeal neoplasms studied by the authors 
at the Mayo Clinic there were only 3 angiomata. 

Of the 55 vascular tumors reported 47 were hem- 
angiomata and 8 were lymphangiomata. The case 
records giving the age of the patient show that the 
incidence of the two types was about equal from the 
twentieth to the sixtieth year. The youngest patient 
was to weeks old and the oldest, 62 years. The case 
records in which the patient’s sex is given show that 
the ratio of males to females was about 2:1. 

Although it is believed that laryngeal angiomata 
are congenital and do not increase after the tenth 
year of age, the onset of symptoms has been reported 
most often after the twentieth year. The late onset 
probably indicates some exciting cause. Hoarse- 
ness is usually the first complaint. This may be 
intermittent if the tumor is vascular or may gradu- 
ally increase during a period of years to aphonia. 
In one of the cases reported the symptoms preceded 
the diagnosis by three weeks and in another by nine 
years. In some cases recurrent hemorrhage is the 
first symptom. Its severity depends upon the coagu- 
lability of the blood and the degree of vasculariza- 
tion of the tumor. Dyspnoea and pain are compara- 
tively rare. 

When limited to the larynx, angiomata usually 
involve only the true and false cords. When associ- 
ated with angiomata elsewhere a laryngeal tumor 
may be outside of the larynx or involve one or more 
structures within it. A true cavernous hemangioma 
is always dark blue or purple, rarely pedunculated, 
and usually smooth. As a rule it has a broad base, 
yields to the probe on pressure, and does not pul- 
sate. This type may be attached to one or more 
laryngeal structures. Simple or superficial angio- 
mata, flattened and limited to the mucous and sub- 
mucous structures, may involve nearly the whole 
larynx and part of the trachea. 

As a rule they are purple; seldom red. Lymphan- 
giomata which are pale or transparent are larger 
than hemangiomata and more resistant to the 
probe. They may be smooth or papillary. Case 
reports indicate that lymphangiomata are single 
but a single tumor may be lobulated. Varices pre- 
sent themselves as tortuous clumps of vessels which 
often are pulsating and usually are a brighter red 
than angiomata. It is not easy to differentiate 
simple varices from simple hemangiomata but the 
cavernous types are distinctive. 

As it is difficult to obtain case histories from chil- 
dren and as microscopic examinations are mani- 
festly impossible, most cases reported have been 
diagnosed from clinical examinations. These may 
err, but there is less chance of a mistake in cases of 
lymphangiomata than in cases of hemangiomata. 
With the use of the laryngoscope, however, there is 
little difficulty in distinguishing true angiomata from 
laryngeal malignancies. Granting that angiomata 
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‘are congenital, they usually manifest themselves 
between the second and fifth decades of life. The 
onset may be sudden after an acute exanthema or 
gradual and associated with inflammation of the 
upper respiratory passages. Other associated ills, of 
rare occurrence and unestablished interrelation, are 
anemia, syphilis, and paralysis. 

Pseudo-angiomiata consist of enlargement or dila- 
tions of normal tissues or benign neoplasms. Simple 
angiomata consist of newly-formed capillary blood 
vessels with thin or thick walls surrounded by con- 
. nective tissue. Cavernous angiomata consist almost 
entirely of newly-formed blood spaces of various 
shapes and sizes and contain many intercommuni- 
cating alveoli lined with endothelial tissue and sur- 
rounded by much fibrillar connective tissue and a 
small amount of smooth muscle. The blood in the 
alveoli remains normal. Lymphangiomata consist 
of newly-formed lymph spaces separated by varying 
amounts of connective tissue and sometimes in 
direct contact. They are lined with endothelium 
and contain a substance resembling true lymph. 

The method of choice in the treatment of all 
laryngeal angiomata is suspension laryngoscopy and 


the insertion of radium directly against the tumor. 
The author believes that radium is specific for all 
true vascular growths of the larynx as well as of 
other parts of the body. Pseudo-angiomata do not 
respond so well to radium, and if they are small and 
pedunculated should be removed with the laryngeal 
forceps. Small nodular tumors, either true angio- 
mata or pseudo-angiomata, can often be satisfac- 
torily treated by fulguration or the use of the elec- 
tric cautery. Like other laryngeal tumors angio- 
mata may require tracheotomy for the relief of 
dyspnoea. Intubation is to be avoided because of the 
danger of hemorrhage. Radical operations, such 
as thyrotomy with or without cauterization. are to 
be employed only as a last resort to relieve distress 
or to remove large angiomata which may be the 
cause of hemorrhage. In such cases thyrotomy 
offers the best exposure and the least danger. 

The author gives the histories of three of his own 
cases. In 1 case thyrotomy and cauterization were 
done. In 2 others the use of radium resulted in 
improvement. Histories of some two dozen cases 
in which the diagnosis is doubtful are summarized 
from the literature. J. D. Cook. 
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